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INTRODUCTION 


This  volume  is  an  appendix  to  a  report  entitled  Evaluation  Options 
For  Medicaid,  prepared  by  Urban  Systems  Research  and  Engineering  (USR&E) 
and  SysteMetrics,  Inc.   (SMI).     The  entire  project  was  sponsored  by  the 
Office  of  Ev<-  Luation  and  Technical  Analysis  in  the  Office  of  the  Assistant 
Secretary  fo:   Planning  and  Evaluation  (E&TA)  and  the  Office  of  Research 
and  Demonstrations  in  the  Health  Care  Financing  Administration  (ORD) . 
Its  purpose  was  to  identify  issues  of  concern  to  Medicaid  policymakers 
and  to  recommend  a  variety  of  potential  evaluation  activities  that  were 
responsive  to  these  issues. 

One  portion  of  this  project  involved  a  detailed  review  of  existing 
data  sources  that  were  deemed  most  likely  to  be  employed  in  Medicaid 
program  evaluations.     Chapters  3  and  4  of  the  main  report  provided  summary 
material  on  these  data  sources  and  their  appropriateness  for  addressing 
the  evaluation  issues  identified.     The  purpose  of  this  appendix  is  to 
present  more  detailed  descriptions  of  each  of  the  data  sources  in  order 
to  make  them  more  accessible  to  the  potential  user. 

The  data  sources  reviewed  are  primarily  those  currently  being  maintained 
funded  or  developed  by  the  Division  of  Beneficiary  Studies,  Office  of  Research 
Health  Care  Financing  Administration,  which  has  ongoing  responsibility  for 
descriptive  and  evaluative  studies  of  the  Medicaid  program.     Given  the  re- 
sources available  for  this  project,  it  was  felt  that  these  existing  data 
collection  efforts  could  be  most  easily  described  and  critiqued  and  were 
likely  to  be  used  in  short-term  and  long-term  evaluations  of  this  program. 

A  total  of  eleven  HCFA-supported  sources  were  reviewed.     Six  focus 
primarily  on  utilization  and  expenditure  data,  four  contain  primarily 
descriptive  information  about  State  Medicaid  programs,  and  one,  the  Medicaid/ 
Medicare  Data  Book,  is  largely  a  compilation  of  information  gathered  from 
some  of  the  other  ten  sources. 

The  chapters  included  in  this  appendix  review  the  following  existing 
or  forthcoming  data  sources: 


Utilization  and  Expenditure  Data  Sources 

•  Chapter  1  -  Annual  Aggregate  Statistical  Reporting  on  Form  HCFA  2082 

•  Chapter  2  -  Monthly  Aggregate  Statistical  Reporting  on  Form  HCFA  120 

&         Chapter  3  -  National  Medicaid  Data  Base  from  the  Medicaid  Quality 
Control  System 

•  Chapter  A  -  National  Unit  Record  Medicaid  Data  Base  Derived 

From  State  MMIS 

•  Chapter  5  -  National  Medical  Care  Utilization  and  Expenditure 

Survey 

•  Chapter  6  -  Long-Term  Care  Survey  of  Impaired  Individuals  in 

Households 

Program  Characteristics  Data  Sources 

•  Chapter  7  -  Medicaid  Program  Characteristics  Data  System  Study 
@         Chapter  8  -  Catalogue  of  State  Medicaid  Program  Changes 

•  Chapter  9  -  Recent  or  Proposed  Changes  in  State  Medicaid 

Programs:    A  Fifty  State  Survey 

•  Chapter  10  -  Waiver  Files 
Overall  Summary  Data  Source 

•  Chapter  11  -  Medicare/Medicaid  Data  Book 

For  ease  of  reference,  each  chapter  has  been  organized  into  four  sections: 

I.  Overview  of  Data  Source 

II.  Descriptions  of  Contents 

III.  Strengths  and  Limitations 

IV.  Availability 

Because  this  appendix  is  intended  as  an  inventory  of  data  sources  and  not  a 
comprehensive  catalogue,  the  reader  is  advised  to  contact  the  Division  of 
Beneficiary  Studies,  HCFA/DHHS,  if  more  detailed  information  is  desired. 
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ANNUAL  AGGREGATE  STATISTICAL  REPORTING  ON  FORM  HCFA  2082 

The  HCFA  2082  form  is  the  primary  data  source  for  much  of  the  Medicaid 
research  whic  i  has  been  done  to  date  at  the  Federal  level.     The  forms  are 
prepared  annually  by  each  State  from  administrative  systems  that  track 
recipient  utilization  and  expenditures.    The  resulting  data  are  submitted 
to  HCFA  and  processed  as  aggregate  counts  of  enrollment,  utilization  and 
expenditures. 

I.        OVERVIEW  OF  HCFA  (AND  NCSS)  2082 

Since  fiscal  year  1972,  States  have  been  required  to  report  annually 
to  the  Health  Care  Financing  Administration  on  the  payments  made  to  the 
providers  for  health  care  services  rendered  to  Medicaid  recipients.  From 
1973  to  1979,  reporting  form  NCSS  2082  was  used.    Beginning  with  FY  1980, 
these  reports  are  made  via  HCFA  2082.     Slight  differences  between  these 
two  forms  are  shown  in  Exhibits  1  through  3. 

The  Office  of  Research  and  Demonstrations,  HCFA,  receives  the  State- 
prepared  2082s  and  keys  each  item  from  these  onto  tape.     In  the  past,  the 
resulting  data  tapes  have  been  difficult  to  use  due  to  editing  problems, 
missing  data,  and  the  lack  of  a  crosswalk  that  links  the  data  from  1973  to 
1979  collected  on  the  NCSS  2082  with  post-1979  data  collected  on  the  HCFA 
2082.     However,  efforts  are  currently  underway  to  remedy  many  of  these 
problems  in  order  to  produce  a  consistent,  fully  edited  data  set  that  can 
be  accessed  through  a  SAS  computer  package. 

Since  there  is  a  great  deal  of  continuity  in  the  information  provided 
on  the  NCSS  2082  and  the  HCFA  2082,  trends  over  the  period  commencing  with 
FY  1973  can  be  identified.—'''     In  some  cases,  individual  States  have  had 
reporting  difficulties  leading  to  inaccurate,  incomplete,  missing,  or 
untimely  data,  requiring  some  estimates  on  HCFA's  part.     However,  data  are 
improving  considerably  over  time,  as  States'  information  systems  improve 
and  as  reporting  requirements  have  been  clarified. 


1/  U.S.  Department  of  Health  and  Human  Services,  Health  Care  Financing 

Administration,  National  Annual  Medicaid  Statistics:  Fiscal  Years  1973 
through  1979,  Baltimore    MD ,  1982. 
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II.      CONTENTS  OF  THE  2082  REPORTS 

The  majority  of  data  reported  on  the  2082  form  are  categorized  by 
recipient  "basis  of  eligibility"  and  maintenance  assistance  status.  These 
categories  are  based  upon  the  recipient's  categorical  relationship  to  the 
Medicaid  program  and  upon  whether  the  recipient  is  receiving  a  cash 
welfare  grant. 


Recipients  are  classified  into  the  following  twelve  groupings: 


Basis  of  Eligibility 

Money  Payment 

Money  Payment 

Authorized 

Not  Authorized 

Age  65  and  older 

Group  1 

Group  2 

Blindness 

3 

4 

Perm  and  total  disability 

5 

6 

Dependent  children  under  21 

7 

8 

Adults  in  families  with 

9 

10 

dependent  children 

Other  Title  XIX 

NA 

11 

State  only 

NA 

12 

Categories  1  to  11  are  linked  to  the  categorical  aid  programs  although  some 
recipients  in  those  categories  do  not  receive  maintenance  assistance  payments 
(cash  grants),  because  their  income  and/or  assets  are  above  the  cash  grant 
level.    Group  12,  "State  only",  are  needy  individuals  who,  although  they  do 
not  meet  any  of  the  Federal  categorical  aid  definitions,  qualify  for  State 
funded  Medicaid  coverage. 

These  basic  categories  of  recipients  are  used  to  sort  and  organize 
the  following  data  tahles: 

Report  Section  Data  Contents 

A  Unduplicated  count  of  recipients  for  each  maintenance 

assistance  status  by  basis  of  eligibility  and  by 
type  of  medical  services  used. 

B  Total  amount  of  medical  vendors  payments  for  each 

type  of  medical  service  used  by  each  eligibility 
type  and  maintenance  assistance  status. 

C  Age,  sex  and  ethnicity  distribution  by  type  of 

medical  service. 

D  Medical  vendor  payments  for  each  type  of  medical 

service  by  the  age,  sex  and  ethnicity  of  the 
recipients . 
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Data  tables:  (Continued) 


Report  Section 


Data  Contents 


E 


Recipients  discharged  from  general  hospitals  by 
basis  of  eligibility  and  number  of  days  of  care. 


I 


Recipients  of  inpatient  mental  health  care  by  basis 
of  eligibility  and  number  of  days  of  care. 


G 


Recipients  of  skilled  nursing  facility  care,  by  basis 
of  eligibility  and  number  of  days  of  care. 


H 


Recipients  of  intermediate  care  facility  services, 
by  basis  of  eligibility  and  number  of  days  of  care. 


I 


Total  cost  of  physician  visits  by  place  of  visit, 
total  number  of  visits  by  place  of  visit,  and  the 
total  number  of  prescriptions  and  their  cost. 


J 


Type  of  medical  service  received  by  the  number  of 
1)  aged  and  2)  disabled  recipients,  each  with 
deductibles  or  co-insurance  payments,  and  the 
amount  of  such  payments. 


There  are  a  few  differences  between  the  currently  used  HCFA  2082  and 
its  predecessor,  the  NCSS  2082.     The  NCSS  form  separates  information  on 
mentally  retarded  recipients  of  ICF  care  (H,  above)  from  other  ICF  service 
recipients,  and  requires  certain  other  information  about  the  Early  periodic 
Screening,  Diagnosis  and  Treatment  (EPSDT)  services  to  children.  This 
information  is  not  available  in  the  HCFA  2082. 

Exhibit  1  at  the  end  of  the  chapter  presents  the  detailed  categories 
on  the  2082s  for: 

•  Medical  services 

•  Place  of  physician's  visit 

•  Covered  days  of  care  prior  to  discharge  from  a  general  hospital 

•  Covered  days  of  care  in  other  inpatient  facilities. 

III.     STRENGTHS  AND  LIMITATIONS  OF  THE  2082  REPORTS 
A.  STRENGTHS 

The  2082  reports  present  state  and  national  data  about  recipients, 
utilization  patterns,  and  expenditures  by  fiscal  year.     Within  the  breakdowns 
given,  the  data  allow  researchers  to  answer  such  descriptive  questions  as  which 
groups  of  recipients  (by  basis  of  eligibility,  aid  status,  race,  sex.  and 
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age  group)  were  most  or  least  costly,  which  received  what  types  of  services 
in  what  numbers  and  at  what  average  cost  per  recipient,  what  services  cost 
the  most,  which  service  costs  were  increasing  fastest  over  time,  etc. 

B.  LIMITATIONS 

A  major  limitation  of  data  derived  from  the  2082  reports  is  that  they 
are  not  available  for  all  States  at  a  consistent  level  of  detail.    Not  all 
States  file  the  form  each  year  and  certain  States  consistently  do  not  report. 
Further,  some  States  file  incomplete  or  late  reports.     Since  Medicaid  programs 
differ  significantly  from  State  to  State,  imputation  of  missing  data  for  a 
particular  State  has  not  been  a  straightforward  process.    Recently,  logical 
edit  checks  and  imputation  procedures  have  been  developed  to  increase  the 
consistency  of  the  file.    As  missing  or  inconsistent  cell  values  are  found, 
they  are  constructed  or  altered  through  a  procedure  that  creates  the  expected 
value  of  that  cell  relative  to  row  and  column  totals. 

Another  major  limitation  has  been  that  the  data  have  often  been  in- 
accurate or  unreliable.    Checks  for  accuracy  and  reliability  of  the  statistics 
are  the  responsibility  of  each  State  but  not  all  States  fully  verify  each  data 
item  prior  to  submission  to  HCFA.     For  example,  although  some  states  verify 
that  expenditures  reported  on  the  2082  match  those  reported  on  the  HCFA-64 
(which  summarizes  financial  data),  many  do  not.     Further,  in  the  past  there 
have  been  few  controls  at  the  Federal  level  to  ensure  that  the  interpretation 
of  the  forms  and  definition  of  the  data  elements  are  consistent  across  states. 
Given  the  variation  in  the  program's  parameters,  administration,  and  methods 
of  collecting,  storing  and  processing  data,  this  has  posed  some  problems 
for  analysts  in  the  past. 

Another  limitation  is  that  reporting  is  done  for  recipients  (users  of 
services)  only,  and  not  for  enrollees  (the  population  entitled  to  receive 
services).    Thus,  utilization  rates  for  the  Medicaid  population  cannot  be 
determined  from  these  data. 

The  time  of  release  of  the  compiled  data  also  somewhat  limits  its 
utility  for  quick  turnaround  studies.     The  final  2082  report  for  fiscal 
year  1979,  which  ended  September  30,  1979,  was  not  released  in  final  form 
until  December  1981,  although  preliminary  information  was  available  sooner. 
Steps  are  being  taken  to  improve  the  timeliness  of  these  data. 
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Finally,  because  the  2082  form  reports  state  aggregate  totals,  the 
utility  of  the  data  to  policy  makers  and  analysts  is  limited  in  areas  that 
require  detailed  analysis  of  demographic,  utilization,  and  expenditure 
characteristics  of  recipients.     Additional  information  about  the  data's 
modes,  medians,  ranges,  standard  deviations,  variances,  and  other  computa- 
tions indicate  ag  its  shape  and  dispersion  would  increase  its  utility  in 
the  Medicaid  decisionmaking  process. 

IV.       CURRENT  AVAILABILITY 

At  present,  data  from  the  2082  forms  are  primarily  available  in  a 
fixed  table  format  from  the  Medicaid  and  Medicare  Data  Book  published  on 
an  annual  basis  by  the  Office  of  Research  and  Demonstrations,  HCFA/DHHS. 
The  1981  edition  of  this  book  included  2082  data  from  1973  to  1979.  HCFA 
also  publishes  tables  based  on  the  2082  reports  in  its  National  Annual 
Medicaid  Statistics  series. 

By  September  1982,  work  should  be  completed  on  a  consistent,  edited 
data  file  of  1973  to  1980  data.    When  completed,  this  file  will  be  accessed 
through  the  SAS  programming  language. 
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EXHIBIT  1 


Level  of  Detail  on  HCFA-2082  and  NCSS-2082:  Medical  Services,  Place  of 
Physicians'  Visit  and  Number  of  Days  of  Covered  Care  in  Institutions 


3. 


4. 

5. 

6. 

7. 

8. 

9. 
10. 
11. 
12. 
13. 
14. 
15. 


HCFA-2082 


Medical  Services 


Inpatient  hospital  services 
Inpatient  mental  health  facility 

a.  Mental  hospital  services  for 
the  aged 

b.  SNF/ICF  services  for  the  aged 

c.  Inpatient  psychiatric  facility 
services  for  those  under  21 

ICF  services 

a.  For  the  mentally  retarded 

b.  All  other 
SNF  services 
Physicians'  services 
Dental  services 

Other  practitioners'  services 
Outpatient  hospital  services 
Clinic  services 
Home  health  services 
Family  planning  services 
Lab  and  X-ray  services 
Prescribed  drugs 
Early  and  Periodic  Screening 
Rural  health  clinic  services 


1. 


NCSS-2082 


Inpatient  hospital  services 

a.  General  hospital 

b.  Mental  hospital 

2.  SNF  services 

3.  ICF  services 

a.  For  the  mentally  retarded 

b.  All  other 

4.  Physicians'  services 

5.  Dental  Services 

6.  Other  practitioners'  services 

7.  Outpatient  hospital  services 

8.  Clinic  services 

9.  Lab  and  X-ray  services 

10.  Home  health  services 

11.  Prescribed  drugs 

12.  Family  planning  services 

13.  Other  care 


16.  Other  care 


Place  of  Physicians'  Visit 


1.  Office 

2 .  Home 

3.  Hospital  (with  inpatient) 

4.  Hospital  outpatient  clinic 

5.  Other  clinic 

6.  Skilled  nursing  facility 

7.  Intermediate  care  facility 

8.  Elsewhere 

Covered  Days  of  Care  Prior  to  Discharge 
from  General  Hospital 

1.  1  or  less        5.  14-29 

2.  2-3  6.  30-59 

3.  4-6  7.  60-89 

4.  7-13  8.  90  or  more 


SAME 


SAME 


1.  1-60 

2.  61-120 

3.  120-180 


Covered  Days  of  Care  in  Other  Inpatient  Facilities 


4.  181-270 

5.  271-364 

6.  365  or  more 


1.  1-6 

2.  7-30 

3.  31-60 

4.  61-120 


5.  121-180 

6.  181-270 

7.  271-366 
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EXHIBIT  2 


Level  of  Detail  on  the  HCFA-2082  and  NCSS-2082:  Recipients,  Maintenance 
Assistance  Status,  Age  Categories,  Race/Ethnicity  and  Sex 


HCFA  -  2082  NCSS  -  2082 

Basis  of  Eligibility 


1. 

Aged 

1. 

Aged 

2. 

Blind 

2. 

Blind 

3. 

Disabled 

3. 

Disabled 

4. 

Children  in  AFDC  families 

4. 

Children  in  AFDC  families 

5. 

Adults  in  AFDC  families 
Other  Title  XIX  recipients^' 

5. 

Adults  in -AFDC  families 

6. 

6. 

All  other-' 

a.  Under  21 

b.  Age  21-64 

Maintenance  Assistance  Status 


1.  Categorically  needy,  receiving 
maintenance  assistance 

2.  Categorically  needy,  not  re- 
ceiving maintenance  assistance 

3.  Medically  Needy 


1.  Received  money  payments 

a.  Automatically  eligible 
for  medical  assistance 

b.  Eligible  for  medical 
assistance  after  spend- 
ing excess  income  (applies 
only  to  recipient  types 
1-3  above) 

2.  Eligible  but  did  not  receive 
maintenance  assistance 

3.  Not  eligible  for  maintenance 
assistance 


1.  Under  6 

2.  6-20 

3.  21-64 

4 .  65  and  over 


Age  Categories 


1.  Under  6 

2.  6-21 

3.  21-64 

4.  65  and  over 


Race/Ethnicity 

1.  White,  not  of  Hispanic  origin  1.  White 

2.  Black,  not  of  Hispanic  origin  2.     All  other 

3.  American  Indian  or  Alaskan  native 

4.  Asian  or  Pacific  Islander 

5.  Hispanic 

6 .  Unknown 
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EXHIBIT  2  (Continued) 


HCFA  -  2082  NCSS  -  2082 

Sex  Categories 

1.  Male  1.  Male 

2.  Female  2.  Female 

3 .  Unknown 


1/    Data  for  'Other  Title  XIX  recipients'  is  collected  only  for  Maintenance 

Assistance  statuses  2  &  3. 
2/    Data  for  all  other  is  collected  only  for  maintenance  assistance  status  3. 
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EXHIBIT  3 


Comparison  of  Data  Reported  on  1 
HCFA-2082 

1.  Numbers  of  recipients  of  medical 
care 

2.  Amounts  of  medical  vendor  payments 

3.  Demographic  characteristics  of 
recipients 

4.  Amounts  of  medical  vendor  payments 
by  demographic  characteristics  of 
recipients 

5.  Discharges  of  recipients  from 
general  hospitals 

6.  Recipients  of  inpatient  mental 
hospital  services 

7.  Recipients  of  skilled  nursing 
facility  care 

*8.     Recipients  of  intermediate  care 
facility  services 

9.  Use  of  physicians'  services 

10.  Payment  of  Title  XVIII  deductibles 
and  coinsurance  for  aged  and 
disabled  recipients 


,-2082  and  NCSS-2082 

NCSS-2082 

1.  Numbers  of  recipients  of  medical 
care 

2.  Amounts  of  medical  vendor  payments 

3.  Demographic  characteristics  of 
recipients 

4.  Amounts  of  medical  vendor  payments 
by  demographic  characteristics  of 
recipients 

5.  Discharges  of  recipients  from 
general  hospitals 

6.  Recipients  of  inpatient  mental 
hospital  services 

7.  Recipients  of  skilled  nursing 
facility  care 

*8.     Recipients  of  intermediate  care 
facility  services  for  the 
mentally  retarded 

*9.     Recipients  of  services  in  all 

other  intermediate  care  facilities 

10.  Use  of  physicians'  services 

11.  Payment  of  Title  XVIII  deductibles 
and  coinsurance 

*12.  Payments  for  and  recipients  of 
screening  services  1_/ 


*  Indicates  there  is  no  comparable  section  on  alternate  form 
\J  These  data  are  currently  included  on  the  HCFA-156. 
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CHAPTER  2 


MONTHLY  AND  QUARTERLY  AGGREGATE  STATISTICAL  REPORTING  ON 
HCFA  120,  HCFA  80,  and  HCFA  156  FORMS 

This  chapter  reviews  the  purpose,  contents,  strengths,  limitations, 
and  current  availability  of: 

•  Ihe  Monthly  Statistical  Report  on  Medical  Care,  reported 
cn  Form  HCFA  120;  and  the  prior  report,  NCSS  120,  which 
was  used  until  March,  1980. 

•  The  two  current  quarterly  HCFA  reports,  HCFA  80  -  Steriliza- 
tion and  Hysterectomies,  and  HCFA  156  -  Child  Health  Status 
Report. 

Data  dollected  on  these  forms  are  primary  sources  of  detailed 
longitudinal  Medicaid  data.     The  120  form  is  prepared  monthly  by  each 
State  from  its  information  systems  and  submitted  to  HCFA  for  tabulation. 
Data  are  submitted  in  aggregate  form  and  are  keyed  onto  tape  for  research 
and  analytic  use.     The  data  collected  on  HCFA  80  and  HCFA  156  forms  are 
submitted  quarterly  in  an  aggregate  format,  keyed  onto  tape  and  used  for 
special  topic  analysis. 

I.        OVERVIEW  OF  REPORTS 

For  those  who  must  track  Medicaid  on  a  monthly  rather  than  an  annual 
basis,  Form  HCFA  120  and  superseded  Form  NCSS  120  attempt  to  provide  the 
answers.     These  data  will  soon  become  even  more  useful  and  accessible 
through  current  efforts  to  develop  an  edited,  consistent  data  set  in  a 
SAS  computer  file. 

The  two  quarterly  reports  are  special  cases.     Form  80,  covering 
sterilizations  and  hysterectomies,  provides  information  formerly  gathered 
monthly  on  NCSS  120.     Sterilization  procedures  (including  hysterectomies) 
are  a  topic  of  great  legislative,  administrative  and  public  interest, 
primarily  because  of  concerns  that  sterilizations  may  be  performed  without 
the  waiting  period  and  informed  consent  which  are  legally  required.  There 
are,  therefore,  special  reporting  requirements.     Additionally,  there  is 
concern  that  many  hysterectomies  may  be  or  have  been  performed  unnecessarily; 
this  report  allows  close  monitoring  of  such  trends. 
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Form  HCFA  156  gathers  information  on  child  health,  and  particularly 
the  Early  Periodic  Screening,  Diagnosis,  and  Treatment  program  for  children 
(EPSDT).     It  supersedes  Part  III  of  NCSS  120  (EPSDT) . 

Exhibit  1  presents  a  summary  of  the  data  sources,  collection  procedures, 
and  time  periods  covered  for  each  of  the  reporting  forms  discussed  above. 

II.       CONTENTS  OF  REPORTS 

This  report  provides  information  on  Medicaid  and  "State  Only"  expendi- 
tures, the  number  of  Medicaid  enrollees  and  recipients,  frequency  of  service 
utilization,  and  payment  process  information.    An  example  of  this  form  is 
included  in  Appendix  B. 

Part  I,  Section  A 

This  section  gives  the  total  amount  of  Medicaid  medical  payments  by 
form  of  payment  made  directly  to  vendors,  to  SSA  for  Medicare  Part  B  buy- in, 
to  health  insurance  plans,  and  to  HMOs,  by  source  of  funds  -  Federal  Title  XIX 
or  State  Medical  Assistance. 

Part  I,  Section  B 

Distributed  total  costs  by  source  (Title  XIX  or  State  Medical  Assistance) 
to  the  nine  services  mandated  and  to  other  services  permitted  by  Title  XIX. 
Definitions  of  these  services  are  contained  in  Appendix  B. 

Part  I,  Section  C 

This  section  reports  the  full  amount  of  payments,  the  number  of  recip- 
ients, and  the  units  of  service  for  each  type  of  service. 

Part  I,  Schedule  A 

This  section  gives  the  amounts  of  payments  made  to  vendors  by  Health 
Insurance  Plans  under  Title  XIX  for  services  and  the  number  of  recipients  of 
care  reimbursed  by  Health  Insurance  Plans. 

Part  II 

This  section  gives  the  number  of  recipients  and  the  amounts  of  medical 
vendor  payments  under  Title  XIX  by  the  recipients'  basis  of  eligibility  and 
maintenance  assistance  status.     Basis  of  eligibility  is  determined  by  whether 
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or  not  the  recipient  is  categorically  needy,  i.e.,  linked  to  a  categorical 
public  assistance  program  (SSI  for  the  aged,  blind,  and  disabled,  and  AFDC 
for  children  and  adults  in  these  families)  and  the  basis  for  such  linkage. 
The  maintenance  status  is  determined  by  whether  the  recipient  is  receiving 
a  cash  grant  through  the  SSI  or  ADFC  programs,  categorically  needy  but  not 
receiving  a  cash  grant  as  medically  needy. 

Part  III 

Gives  information  about  the  total  number  of  enrollees  by  basis  of 
eligibility  and  maintenance  assistance  status.     It  includes  counts  of: 

•  Enrollees  at  the  end  of  the  preceding  month. 

•  The  number  who  enrolled  during  the  report  month. 

•  Those  who  enrolled  during  the  month  but  had  previously 
been  eligible  during  the  same  fiscal  year  and  had  lost 
their  eligibility. 

•  Those  who  enrolled  and  had  not  been  previously  eligible 
during  the  fiscal  year. 

•  Those  whose  eligibility  was  terminated  during  the  report  month. 

•  Those  whose  basis  of  eligibility  or  maintenance  status  changed 
since  the  previous  month. 

•  The  number  certified  as  eligible  at  the  end  of  the  report  month. 

Part  IV,  Section  A 

This  section  is  used  to  assist  in  analyzing  the  lag  between  the  time 
services  were  rendered  and  the  time  the  claim  was  received  by  the  state  or 
the  fiscal  agent.     It  includes: 

•  The  number  of  claims  paid  during  the  report  month,  by  type  of 
service  provided. 

•  The  number  of  claims  adjudicated  during  the  report  month,  for 
each  service  type,  by  the  length  of  time  between  the  last  date 
of  service  and  the  day  the  claim  was  received  classified  as 

30  days  or  less,  31-60  days,  61-90  days,  3-6  months,  9-12  months. 

•  The  mean  number  of  elapsed  days  for  all  adjudicated  claims, 
as  above. 
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Part  IV,   Section  B 


This  section  gives  the  same  information  as  in  Section  IV-A  above,  except 
that  it  captures  the  time  between  the  receipt  of  the  claim  by  the  state  or 
its  fiscal  agent,  and  the  time  the  claim  was  paid. 

B.  HCFA  80,   QUARTERLY  REPORT  ON  STERILIZATIONS  AND  HYSTERECTOMIES 
This  re  .atively  short  form  contains  three  sections: 

•  Part  I.  Section  A  requires  states  to  report  numbers  of 
sterilizations  performed,  by  sex  of  recipient  and  whether 
over  or  under  21  years  of  age.     It  distributes  these  data 
by  the  waiting  period,  between  the  date  of  informed  consent 
by  the  recipient  to  the  day  the  sterilization  was  performed, 
classified  as: 

Normal  circumstances,  less  than  30  days  or  over  30  days, 

Exceptional  circumstances,  less  than  72  hours  or  more 
than  72  hours. 

•  Part  I,  Section  B  reports  by  sex,  the  race/ethnicity  of 
sterilized  individuals  as: 

White,  not  Hispanic 
Black,  not  Hispanic 
Hispanic 

Asian  or  Pacific  Islander 
-         American  Indian  or  Alaskan  native;  or 
No  racial  designation 

•  Part  I,  Section  C  captures  total  number  of  persons 

•  Part  I,  Section  D  captures  Title  XX  (Social  Services)  money 
expended 

•  Part  II  captures  total  Title  XIX  costs  of  hysterectomies 

C.  REPORT  HCFA  156,  QUARTERLY  CHILD  HEALTH  STATUS  REPORT 
There  are  three  sections  to  this  report: 

•  Section  I  (Population)  captures  for  the  quarter  the  age 
characteristics  (under  1  year,  1-5,  6-12,  13-17,  and  18-20 
years  old)  of  Medicaid  eligibles,   for  each  age  group  who 
requested  EPSDT  services,   the  number  of  individuals  scheduled 
to  receive  EPSDT  services  (by  age  group),  and  the  number 
requesting  or  scheduled  for  EPSDT  dental  services. 
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I 

•  Section  II  (Services)  captures  for  the  quarter  and  by  the  same 
age  groups  the  number  of  eligibles  with  completed  assessments 
(excluding  dental),  the  number  with  problems  identified 
(excluding  dental),  the  number  found  to  have  incomplete 
immunizations,  the  number  who  became  completely  immunized, 

and  the  number  of  preventive  health  encounters  for  individuals. 

•  Section  III  (Problems)  captures  for  each  age  group  the  problems 
for  which  treatment  started  during  the  quarter,  categorized  as 
1)  vision;  2)  hearing;  3)  physical  growth/emotional  development/ 
learning;  4)  nutritional;  5)  cardiovascular/circulatory/pulmonary/ 
respiratory;  6)  genital/urinary  tract;  7)  hematologic;  8)  diabetes; 
9)  tuberculosis;  10)  lead  toxicity;  11)  all  others;  12)  unknown. 

•  Section  IV  captures  expenditures  for  all  treatment  other  than 
dental  for  the  quarter. 

D.         COMPARISONS  OF  CONTENTS 

•  Exhibit  2,  below,  compares  the  HCFA  120  with  the  NCSS  120,  for 
payments 

•  Exhibit  3,  below,  compares  both  versions  of  the  120  on  the 
basis  of  medical  services 

•  Exhibit  A,  below,  compares  the  HCFA  80  with  the  NCSS  120, 
Part  IV 

•  Exhibit  5,  below,  compares  the  HCFA  156  with  the  NCSS  120, 
Part  III. 
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III.     STRENGTHS  AND  LIMITATIONS 


A.  STRENGTHS 

Data  contained  in  these  monthly  and  quarterly  reports  have  the 
following  strengths: 

•  Monthly  information  allows  identification  of  seasonal  trends  which 
m;  y  be  important  in  analyzing  a  given  problem. 

•  The  impact  of  Medicaid  changes  in  program  eligibility,  benefits, 
provider  payment  levels,  administrative  systems  affecting 
accessibility  of  service,  etc.  that  are  implemented  at  times 
other  than  the  beginning  of  a  federal  fiscal  year  become 
apparent  sooner  in  the  monthly  data  than  in  the  annual,  and 

can  be  separated  from  the  impact  of  other  factors. 

•  The  length  of  time  required  for  program  changes  to  impact 
program  statistics  in  various  jurisdictions  can  be  calculated, 
and  can  be  used  to  estimate  the  impact  of  future  changes 

over  time. 

•  The  monthly  120  data  are  available  sooner  than  data  from  the 
annual  HCFA  2082,  allowing  closer  monitoring  of  program 
progress,  early  warning  about  factors  leading  to  budget 
overruns,  early  identification  of  trends,  etc. 

•  The  two  quarterly  reports  allow  constant  monitoring  of  the 
EPSDT  program  and  the  sterilization  benefit. 

•  Data  for  the  time  required  for  states  to  reimburse  vendors 
provides  information  about  one  of  the  most  common  provider 
complaints — that  states  do  not  pay  their  Medicaid  bills  on  time. 

B.  LIMITATIONS 

Data  in  the  reports  described  above  have  the  following  limitations: 

•  Early  identification  of  utilization  and  service  trends  was 
hampered  with  data  from  the  HCFA  120  form  because  these  data 
were  related  to  the  time  of  payment  rather  than  the  time  the 
service  was  rendered.     However,  now  that  the  number  of  enrollees 
has  been  added  to  the  revised  HCFA  120,  the  weaknesses  in  the 
information  obtained  through  use  of  month-of-payment  data  can 
gradually  be  overcome.     As  lag  period  patterns  (time  between 
date  enrolled  and  service  rendered;  time  between  date  of  service 
and  date  billed;  and  time  between  bill  received  and  payment  made) 
are  developed,  statistically  reliable  inferences  will  be  poss- 
ible, and  Medicaid  administrators  will  have  information  available 
regarding  utilization  and  expenditures  much  earlier  in  the 
budgetary  cycle. 
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•  As  with  almost  all  aggregate  Medicaid  data,  while  arithmetic 
means  of  the  various  data  are  easily  calculable,  other 
measures  of  central  tendency  and  dispersion  cannot  be 
calculated.    Thus,  many  important  questions  cannot  be  answered. 

•  The  problems  of  missing  and  unreliable  data  discussed  in  the 
previous  chapter  with  regard  to  the  annual  2082  data  apply 
equally  to  the  monthly  and  quarterly  reports. 

•  The  requirement  for  a  quarterly  sterilization  report,  HCFA  80, 
was  discontinued  at  the  end  of  1981. 


IV.      CURRENT  AVAILABILITY 


Date  collected  on  the  HCFA  120,  80  and  156  forms  are  routinely 
published  in  the  Health  Care  Financing  Administration  Review  as  a  series 
of  fixed  format  tables  on  a  quarterly  basis. 
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EXHIBIT  2 

Comparison  of  Data  Reported  on  HCFA-120  ar^d  NCSS-120 


HCFA-120 


NCSS-120 


1.  Payments  by  form  of  payment 

2.  Payments  by  type  of  medical 
service 


1.  Payments  by  form  of  payment 

2.  Payments  by  type  of  medical 
service 


*3.  Payments  for  and  recipients  of 
medical  services  fully  paid  by 
Medicaid 


3.      Payments  and  recipients  by  basis 
of  eligibility  by  maintenance 
assistance  status 


*4.        Health  Insurance  plan  payments  *4. 
and  recipients  by  type  of  medical 
service 

5.        Recipients  and  payments  by  *5. 
basis  of  eligibility  and 
maintenance  assistance  status 


Payments  and  number  of  children 
screened,  numbers  referred, 
numbers  with  problems  1/ 

Number  of  individuals  sterilized 
type  of  procedure,  cost  of 
services  2/ 


*6. 


Eligibles  by  basis  of  eligibility 
and  maintenance  assistance  status 


*7.        Number  of  claims  received  for 
each  medical  service  by  length 
of  time  from  receipt 


*  Indicates  there  is  no  comparable  section  on  alternate  form 


_1/  Data  on  health  services  provided  to  children  are  now  reported  on  the 
_  HCFA-156. 

2/    Data  on  sterilizations  is  now  reported  on  HCFA-80. 
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EXHIBIT  3 


Level  of  Detail  on  the  HCFA-120  and  NCSS-120:  Medical  Services  and 
Form  of  Medical  Assistance  Payments 

HCFA-120  NCSS-120 


Medjcal  Services 


1.  Inpatient  hospital  services 

2.  Inpatient  mental  health  facility 
services 

a.  Mental  hospital  services 
for  the  aged 

b.  SNF/ICF  services  for  the 
aged 

c.  Inpatient  psychiatric 
facility  services  for  those 
under  21 

3 .  ICF  services 

a.  For  the  mentally  retarded 

b.  All  other 

4.  SNF  services 

5.  Physicians'  services 

6.  Dental  services 

7.  Other  practitioners'  services 

8.  Outpatient  hospital  services 

9.  Clinic  services 

10.  Home  health  services 

11.  Family  planning  services 

12 .  Lab  and  X-ray  services 

13.  Prescribed  drugs 

14 .  Early  and  Periodic  Screening 

15.  Rural  health  clinic  services 

16.  Sterilizations 

17.  Other  care 


1.  Inpatient  hospital  services 

a.  General  hospital 

b.  Mental  hospital 

2.  SNF  services 

3.  ICF  services 

a.  For  the  mentally  retarded 

b.  All  other 

4.  Physicians'  services 

5.  Dental  services 

6.  Other  practitioners'  services 

7.  Outpatient  hospital  services 

8.  Clinic  services 

9.  Lab  and  X-ray  services 

10.  Home  health  services 

11.  Prescribed  drugs 

12.  Family  planning  services 

13.  Other  care 


Form  of  Medical  Assistance  Payments 


1.  Directly  to  vendor  or  through 
fiscal  agent 

2.  Premiums  to  SSA  for: 

a.  Aged  recipient 

b.  Disabled  recipient 

3.  Premium  or  per  capita  payments 
to : 

a.  Health  insurance  plan 

b.  Health  Maintenance 
Organization 

(1)  Qualified  KMO 

(2)  Provisional  KMO 


1.  Directly  to  vendor  or  through 
fiscal  agent 

2.  Premiums  to  SSA  system  for: 

a.  Aged  recipient 

b.  Disabled  recipient 

3.  Premium  or  per  capita  payments  to: 

a.  Agency  pooled  fund 

b.  Health  insuring  agency 

c.  Health  Maintenance  Organisation 


2-10 


EXHIBIT  A 

Level  of  Detail  on  HCFA-80  and  NCSS-120,  Part  IV;  Sterilizations 


HCFA-80 


NCSS-120,  Part  IV 


Type  of  Sterilization  Procedure 


No  Detail 


1. 
2. 
3. 


Vasectomies 
Tubal  ligations 
Hysterectomies 


Age  of  Individuals  Sterilized 


1. 

Under 

21 

1. 

Under  18 

2. 

21  or 

over 

2. 

18  -  20 

3. 

21  -  30 

4. 

31  -  40 

5. 

41  -  50 

6. 

Over  50 

Place  Procedure  Performed 

NO 

Detail 

1. 

Hospital 

Other 


Length  of  Waiting  Period 


1.  Normal  Circumstances 

a.  Less  than  30  days 

b.  3  0  days  or  more 

2.  Exceptional  Circumstances 

a.  Less  than  72  hours 

b.  7  2  hours  or  more 

(1)  Emergency  abdominal  surgery 

(2)  Premature  Delivery 


No  Detail 
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EXHIBIT  5 


Level  of  Detail  on  HCFA-156  and  NCSS-120, 
Part  III;    Analysis  of  Services  for  Children  (EPSDT) 


HCFA-156 

NCSS- 

-120,  Part  III 

Types 

of  Problems  Diagnosed 

a. 

Vision 

a. 

Visual  problems 

b. 

Hearing 

b. 

Hearing  problems 

c. 

Physical  growth, 

c. 

Dental  problems 

emotional  development 

d. 

Lead  poisoning 

or  learning 

e. 

Incomplete  immunization 

d. 

Nutritional 

status 

e. 

Cardiovascular , 

f . 

Other 

Circulatory,  Pulmonary 

or  Respiratory 

f . 

Genital  or  urinary 

tract 

g- 

Hematologic 

h. 

Diabetes 

i. 

Tuberculosis 

j  • 

Lead  toxicity 

k. 

All  others 

1. 

Unknown 

Age  of  Children 

a . 

Under  1 

a. 

6  or  younger 

b. 

1-5 

b. 

Over  6 

c . 

G  -  12 

d. 

13  -  17 

e. 

18  -  20 
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MlUM  Al'i  i'i  VI  li 
OMB  No.  66-ROi:o 

QUARTLRLY  REPORT  ON 
STERILIZATIONS  AND  HYSTERECTOMIES 

NUMBER  OF  INDIVIDUALS  STERILIZED  BY  ACF.  P  ArF/ETHNICITY  DESIGNATION.  WAITING  PERIOD 
BETWEEN  CONSENT  AND  DATE  PROCEDURE  PI  RFORMED:  COSTS  AND  NUMBER  OF  PERSONS 
RECEIVING  HYSTERECTOMIES 
PART  I 

SECTION  A.  NUMBER  OF  INDIVIDUALS  STERILIZED  BY  AGE.  SEX  AND  WAITING  PERIOD 


STATE  .   REPORT  FOR  QUARTER  ENDING   19. 


WAITING 
PERIOD 

FEMALE 

MALE 

TOTAL 
(1) 

UNDER  21 
(2) 

21  OR  OVER 
(3) 

TOTAL 
(4) 

UNDER  21 
(5) 

21  OR  OVER 
(6) 

!  Normal  circumstances: 
2.  Exceptional  circumstances: 

(1)  Emergency  abdominal  surgery  . . . 

SECTION  B.  NUMBER  OF  INDIVIDUALS  STERILIZED  BY  SEX  AND  RACE/ETHNICITY 


RACE/ETHNICITY 

TOTAL 
(1) 

FEMALE 
(2) 

MALE 
(3) 

1.  White,  not  Hispanic 

1  Black,  not  Hispanic 

'  Hispanic 

4.  Asian  or  PaeificJslander 

• .  American  Indian  or  Alaskan  Native 

f .  No  Racial  Desisnation 

SECTION  C.  TOTAL  NUMBER  OF  PERSONS  STERILIZED  REQUIRING  INTERPRETER   

SECTION  D.  TOTAL  PAYMENTS  COMPUTABLE  FOR  FEDERAL  FUNDING  OF  STERILIZATIONS 

$  ,  (TITLE  XX  ONLY) 

PARTH.  HYSTERECTOMIES 

TOTAL  NUMBER  OF  HYSTERECTOMIES 

PERFORMED  

DATA  REPORTED  ABOVE  ARE  FOR: 
TITLE  XK  □  TITLE  XX  Q 

SIGNATURE  OF  PERSON  REPORTING  


•MMI-nTO!  i!<  \L"1II.M>.     \  ! 'N.  ASM  U  I  I 
HEALTH  CARE  FINANCING  ADMINISTR  ATION 
OFFICE  OF  HUMAN  DEVELOPMENT  SERVICES 


EXHIBIT  8 


FORM  HCFA/OMDS-80  (Sl'PFRSFDFS  PART  IV.  FORM  ll<~FA  120* 
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CHAPTER  3 


NATIONAL  MEDICAID  DATA  BASE  FROM  THE  MEDICAID  QUALITY  CONTROL  SYSTEM 

The  Medicaid  Quality  Control  System  (MQC)  is  a  State  and  Federal 
program  that  systematically  reviews  a  statistically  reliable  sample  of 
Medicaid  cases  for  the  purpose  of  detecting  errors  in  eligibility  determin- 
ation, claims  payment,  and  misutilization  of  third  party  payors.  Because 
each  State  draws  a  monthly  sample  from  the  "universe"  of  certified  eligible 
Medicaid  cases  for  detailed  review,  and  HCFA  regional  offices  draw  a  sub- 
sample  from  each  state's  reviewed  cases  for  re-review,  the  MQC  system  has 
the  potential  to  provide  representative  and  verified  sample  data  for  a 
National  Medicaid  Data  Base.     Comparable  data  are  routinely  used  by  the  AFDC 
program  and  some  States  for  research  purposes. 

I.        OVERVIEW  OF  MQC  SYSTEM 

The  primary  purpose  of  the  MQC  system  is  quality  control:     the  detection 
of  errors  in  the  administration  of  the  Medicaid  program.     In  general,  cases 
initially  selected  for  MQC  review  by  a  State  are  selected  through  systematic 
random  sampling  techniques  from  universe  lists  stratified  by  eligibility 
category:     AFDC,  SSI,  and  Medical  Assistance  Only  (MAO) .— ^  State  samples 
thus  vary  in  size  on  the  basis  of  the  State's  total  number  of  beneficiaries, 
and  by  the  relative  size  of  each  State's  subpopulation  of  AFDC,  SSI,  and 
MAO  cases. 

After  initial  selection  and  preliminary  screening  for  appropriate 
eligibility  dates,  each  case  is  examined  by  State  reviewers  through  a  two- 
part  procedure.     First,  eligibility  reviewers  examine  the  case's  intake  and 
history  records  for  administrative  errors.     The  second  review  is  followed  by 
a  detailed  field  verification  procedure  involving  direct  interviews  with 
case  members  to  validate  key  financial,  employment,  and  case/household 
composition  factors.     During  this  investigation,  reviewers  complete  detailed 
records  of  those  characteristics  of  each  case  and  household  member  that  may 
impact  upon  the  case's  overall  Medicaid  eligibility. 


1/  In  209(b)  and  State  Determination/SSI  states,  enrollees  are  stratified 
into  AFDC  and  "MAO  and  Others",  where  "others"  are  SSI  beneficiaries. 
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At  the  conclusion  of  the  eligibility  review,  each  member  of  the  case 
under  review  is  linked  by  key  identification  fields  to  their  individual 
claims  payment  history  for  the  month  of  the  review.    All  claims  submitted 
for  an  enrollee  during  the  review  month  are  then  obtained  from  computer 
tapes  and  assembled  for  the  second  part  of  the  review  process;    the  claims 
and  third  party  liability  review.    During  this  stage  of  the  review,  all 
automated  enrollee  claims  are  checked  against  hard  copy  invoices  for 
payment  errors,  possible  duplication,  appropriate  provider  authorization 
and  potential  third  party  liability.    As  with  eligibility  review,  detailed 
records  are  kept  by  reviewers  of  the  key  elements  that  may  contribute  to 
"dollars  spent  in  error",  i.e.,  type  of  service,  provider,  date  of  service, 
etc.    When  completed,  an  overall  "dollars  spent  in  error"  figure  for  the 
case  is  calculated  and  put  on  a  permanent  file. 

This  two-part  State  review  process  is  repeated  on  independently  drawn 
monthly  samples  in  six-month  MQC  review  cycles.    At  the  completion  of  each 
six-month  review  cycle,  a  subsample  of  the  cases  is  re-reviewed  in  the 
Federal  regional  office  to  verify  and  validate  State  findings.     The  Federal 
re-review  procedure  requires  that  each  HCFA  regional  office  select  a  pro- 
portional subsample  of  20  percent  of  State-reviewed  cases  for  re-review 
using  the  same  two-part  methodology  as  the  States. 

As  a  consequence  of  this  two-part,  two-tiered  MQC  review  system, 
approximately  80,000  cases  (containing  approximately  175,000  persons)  are 
sampled  and  reviewed  at  the  State  level  every  six  months  and  about  16,000 
cases  are  re-reviewed  from  this  State  sample  to  generate  total  estimates 
of  State  and  national  payment  error  rates.    These  error  rates  are  then  used 
at  both  State  and  national  levels  to  direct  corrective  policy  and  administra- 
tive changes. 

Since  the  MQC  system  collects  an  array  of  validated  person-level  and 
case  data  from  a  statistically  grounded  sample  of  the  universe  of  Medicaid 
enrollees,  it  presents  an  obvious  source  for  a  research-oriented  data  base 
that: 

•  Is  person-based; 

•  Represents  the  enrolled  Medicaid  population  (not  just 
recipients  of  services) 
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•  Links  sociodemographic  characteristics  with  service 
utilization  and  expenditures  at  a  person  level; 

•  Can  compare  programmatic  differences  among  AFDC,  SSI, 
and  MAO  populations; 

•  Is  routinely  collected  in  regular  cycles; 

•  Is  timely; 

•  Is  inexpensive,  and 

•  Contains  verified  information. 
II.  CONTENT 

As  a  demonstration  of  the  feasibility  of  constructing  a  person-based 
Medicaid  data  system  from  the  quality  control  system,  a  six-month  data  set 
has  been  prepared.     This  project,  known  as  the  National  Medicaid  Data  Base, 
was  conducted  by  Authorization  Systems,  Inc.,  and  Its  subcontractor, 
Applied  Management  Sciences,  Inc.  under  a  contract  from  the  Office  of  Research. 

The  National  Medicaid  Data  Base  has  been  constructed  from  the  April  to 
September  1980  HCFA  regional  re-review  subsample  of  Medicaid  enrollees  re- 
viewed in  the  32  States  listed  in  Exhibit  1.    The  data  were  collected  by 
abstracting  detailed  person-level  sociodemographic,  utilization,  and  expendi- 
ture data  collected  by  the  regional  HCFA  offices  from  each  State's  eligibility 
and  claims/ third  party  liability  reviewers.     In  1634  Contract  States,  the 
sociodemographic  data  collected  by  the  MQC  system  on  SSI  enrollees  was 

supplemented  by  data  abstracted  from  SSI-Record  Display  (SSIRD)  documentation 

2/ 

maintained  on  an  automated  data  file  in  the  SSI  Quality  Assurance  System.— 


2/  In  states  which  set  SSI  eligibility  standards  at  a  more  restrictive  level 
than  the  Federal  standards,  MQC  reviewers  must  review  SSI  cases  for 
eligibility.     In  States  that  accept  Federal  standards  (i.e.,  1634 
Contract  States),  the  SSI-Quality  Assurance  System  is  responsible  for 
reviewing  SSI  eligibility.    As  a  consequence,  in  209(b)  and  State 
Determination/SSI  States,  the  MQC  sample  included  detailed  eligibility 
reviews  of  SSI  enrollees,  whereas  1634  Contract  States,  only  enough 
information  is  collected  to  link  the  SSI  enrollees  included  in  the 
sample  to  their  respective  claims  records. 
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Through  this  abstraction  procedure,  data  were  collected  from  approxim- 
ately 25,000  enrollees.    A  complete  listing  of  the  data  items  collected  on 
this  enrollee  sample  are  included  as  Exhibit  2. 

After  extensive  editing  of  the  resulting  data  set,  the  data  were 
structured  into  an  enrollee  file  and  a  claims  file  and  merged  into  a  unified 
data  base  structure  that  allows  researchers  a  variety  of  analytical  options. 

Examples  of  the  types  of  tables  that  can  be  generated  from  the  data 
base  are  included  as  Exhibit  3.    Multivariate  techniques  such  as  regression 
and  log-linear  modeling  can  also  be  used.    Further,  because  the  FIPS 
geographic  code  has  been  included  on  each  enrollee  record,  it  is  possible 
to  link  each  record  to  the  Area  Resource  File  (ARF) .    ARF  is  a  massive  data 
base  containing  over  3,000  socioeconomic,  demographic,  health  status  char- 
acteristics, health  resources  and  facilities,  and  environmental  character- 
istics of  each  of  the  3,076  counties  in  the  United  States.     Thus,  it  becomes 
possible  to  examine  any  variable  or  variable  set  included  in  the  National 
Medicaid  Data  Base  from  a  variety  of  theoretical  perspectives. 

III.     STRENGTHS  AND  LIMITATIONS 

A.  STRENGTHS 

A  major  finding  of  this  project  is  that  the  MQC  system  can  be  used  as 
a  suitable  source  for  a  detailed,  reliable  National  Medicaid  Data  Base. 
Indeed,  in  a  central  pre-test  phase  of  the  project,  MQC  documentation  was 
modified  to  allow  MQC  reviewers  in  seven  states  to  code  AFDC,  SSI,  MAO,  and 
Food  Stamp  eligibility  and  claims  data  onto  a  single  set  of  "integrated" 
forms  using  a  uniform  research-oriented  coding  structure.    Not  only  were 
reviewers  able  to  successfully  use  the  integrated  forms  for  one  month  of 
eligibility  and  claims  review  activity,  but  the  pre-test  demonstrated  a 
prototype  mechanism  for  tapping  into  research  data  available  from  the  MQC 
system  beyond  what  is  currently  collected.     Indeed,  many  of  the  initial 
findings  of  this  pre-test  have  been  directly  incorporated  into  the  "integrated" 
forms  to  be  introduced  into  the  MQC  system  officially  on  October  1,  1982. 
A  unified  quality  control  system  for  welfare  programs  will  also  allow  cross- 
program  research  analyses. 
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Other  strengths  of  the  National  Medicaid  Data  Base  include  the 
following: 

•  The  MQC  is  an  ongoing  process  where  data  are  routinely 
collected  and  verified  for  the  purpose  of  quality  control. 
Thus,  it  presents  an  especially  cost  effective  research 
data  collection  mechanism. 

•  T  ie  MQC  uses  a  sample  of  the  entire  enrolled  population 
(lot  just  recipients) . 

•  The  review  process  collects  person  level  data  not  only  on 
each  case  member,  but  household  members  as  well. 

•  Enrollee/recipient  data  can  be  easily  linked  to  claims  data. 

•  Because  of  the  need  to  verify  eligibility  determinations, 
the  quality  of  the  data  is  very  high. 

•  Particularly  in  the  eligibility  area,  but  also  for  third 
party  liability,  the  field  reviews  elicit  detailed  data  on 
personal,  economic  and  family  characteristics,  locations, 
and  living  arrangements. 

B.  LIMITATIONS 

The  limitations  and  problems  associated  with  the  National  Medicaid 
Data  Base  arise  primarily  from:     1)  the  attempt  to  piggyback  a  research- 
oriented  data  gathering  function  onto  a  system  devised  for  other  purposes, 
and  2)  the  constraints  specifying  only  limited  cost  increases  and  no 
additional  data  gathering  requirements. 

The  major  concerns  are  the  following: 

•  Unknown  sample  bias  is  introduced  by  the  use  of  the  case  as 
the  sampling  unit  that  clusters  individual  enrollees  into 

a  Medicaid  case.     For  this  reason,  each  eligible  in  the 
population  does  not  have  an  equal  chance  for  inclusion  in 
the  sample. 

•  The  population  lists  exclude  retroactive  and  delayed 
eligibility  determinations. 

•  MQC  is  not  a  panel  process;  since  different  samples  are  drawn 
each  month,  longitudinal  studies  are  not  feasible. 

•  The  re-review  sample  size  of  roughly  40,000  cases  (88,000 
persons)  every  six  months  is  too  small  for  precise  dis- 
crimination of  rarer  combinations  and  occurrences,  especially 
in  making  comparisons  within  States  over  time. 
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IV.  AVAILABILITY 

The  presently  anticipated  completion  date  of  the  National  Medicaid 
Data  Base  is  December  30,  1982.     For  further  information  contact  Allen  Dobson, 
Acting  Director,  Office  of  Research,  HCFA/DHHS. 
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EXHIBIT  1 


The  following  states  are  included  in  the  file: 


1. 

Connecticut 

_ 

Region 

I 

2. 

Maine 

_ 

Region 

I 

3 

Massachusetts 

_ 

Region 

I 

4, 

Rhode  Island 

_ 

Region 

I 

5. 

Vermont 

_ 

Region 

I 

6. 

New  Jersey 

_ 

Region 

II 

7. 

New  York 

„ 

Region 

II 

8. 

Delaware 

_ 

Region 

III 

9. 

District  of  Columbia 

_ 

Region 

III 

10. 

Maryland 

Region 

III 

11. 

Virginia 

_ 

Region 

III 

12. 

West  Virginia 

_ 

Region 

III 

13. 

Alabama 

_ 

Region 

IV 

14. 

Florida 

_ 

Region 

IV 

15. 

Georgia 

_ 

Region 

IV 

16. 

Mississippi 

_ 

Region 

IV 

17. 

North  Carolina 

_ 

Region 

IV 

18. 

Illinois 

_ 

Region 

V 

19. 

Indiana 

_ 

Region 

V 

20. 

Michigan 

_ 

Region 

V 

21. 

Ohio 

_ 

Region 

V 

22. 

Colorado 

_ 

Region 

VIII 

23. 

Montana 

- 

Region 

VIII 

24. 

North  Dakota 

Region 

VIII 

25. 

Wyoming 

Region 

VIII 

26. 

California 

Region 

IX 

27. 

Hawaii 

Region 

IX 

28. 

Nevada 

Region 

IX 

29. 

Alaska 

Region 

X 

30. 

Idaho 

Region 

X 

31. 

Oregon 

Region 

X 

32. 

Washington 

Region 

X 
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EXHIBIT  2 


The  following  data  items  have  been  collected  for  each  case  and  household 
member : 

Eligibility  Information 
CASE  DATA 

State  Code  -  This  two-digit  code  identifies  the  enrollee 's  State  of 
residence. 

County  FIPS  Code  -  This  three-digit  code  identifies  the  enrollee's 
county  of  residence  and  allows  linkage  to  the  Area  Resource  File  (ARF) . 

Sample  Month  -  This  two-digit  code  identifies  the  month  of  review. 

Categorical  Relationship  Code  -  The  code  for  the  categorical  relation- 
ship to  the  Medicaid  Program,  as  found  on  the  301,  Item  H,  will  be 
collected  for  each  enrollee. 

Code    Code  Definition 

1  =  SSI  Case  Member  Under  Review 

2  =  AFDC  Case  Member  Under  Review 

3  =  Medically  Needy  Case  Member  Under  Review 

4  =  Other  Non-Cash  Case  Member  Under  Review 

0  =  Unknown 

Basis  for  Eligibility  Code  -  The  code  for  the  basis  for  eligibility,  as 
found  on  the  301,  Item  I,  will  be  collected  for  each  enrollee. 

Code    Code  Definition 

1  =  Aged 

2  =  Blind 

3  =  Disabled 

4  =  Death 

5  =  Incapacity 

6  =  Unemployed  Father 

7  =  Continuous  Absence 

8  =  Foster  Care 

9  =  Other 

0  =  Unknown/Not  Applicable 

Start  Date  of  Eligibility  -  When  available,  a  four  digit  representation 
of  the  month  and  year  (MMYY)  as  the  start  date  of  the  case's  current 
Medicaid  eligibility  period  will  be  collected. 

Type  of  Most  Recent  Action  -  The  type  of  most  recent  action  as  found  on 
the  301,   Item  F,  will  be  collected  for  each  case. 
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Birthdate  -  A  four  digit  representation  of  the  month  and  year  (MMYY)  of 
the  birthdates  of  all  of  the  people  living  in  the  household  will  be 
collected. 

Relationship  Code  -  The  code  number  that  shows  the  relationship  of  each 
person  living  in  the  household  to  the  head  of  the  case  will  be  collected 
from  the  301A  Facesheet. 

Code    C  >de  Definition 

1  =  Head  of  Case 

2  =  Spouse  of  Head  of  Case 

3  =  Parent  of  Head  of  Case  or  Spouse 

4  =  Natural  Child  of  Head  of  Case  and  Spouse 

5  =  Natural  Child  of  Head  of  Case  Only 

6  =  Natural  Child  of  Spouse  Only 

7  =  Child  of  Neither  Head  of  Case  Nor  Spouse 

8  =  Other  Related  Person 

9  =  Unrelated  Person 

0  =  Unknown 

Sex  Code  -  When  available  the  Sex  of  each  person  living  in  the  household 
will  be  identified. 

Code    Code  Definition 

1  =  Male 

2  =  Female 

0  =  Unknown 

Race  Code  -  When  available  the  Race  of  each  person  living  in  the 
household  will  be  identified. 

Code    Code  Definition 

1  =  White 

2  =  Black 

3  =  Other 

0  =  Unknown 

Eligibility  Status  -  The  Eligibility  status  of  each  case  member  will  be 
collected. 

Code    Code  Definition 

1  =  Eligible 

2  =  Ineligible 

3  =  Not  Applicable/Not  Member  of  Case  Under  Review 
0  =  Unknown 
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Date  of  Most  Recent  Action  -  The  month  and  year  of  the  most  recent 
action  taken  as  found  on  the  301,  Item  E,  will  be  collected  for  each 
case . 


Medicare  Indicator  -  The  appropriate  code  for  the  case's  Medicare 
coverage  will  be  collected.    This  information  should  be  available  on 
the  301C  for  SSI  cases  and  on  Section  D,  Part  VI  for  other  cases. 

Code    Code  Definition 

1  =  No  Medicare  Coverage 

2  =  Medicare,  Part  A  Only 

3  =  Medicare,  Part  B  Only 


4  =  Medicare,  Parts  A  and  B 

5  =  Medicare,  part  unknown 
0  =  Unknown 

Other  TPL  Coverage  -  The  appropriate  two-digit  code  for  the  case's 
non-Medicare  coverage  will  be  collected.    This  information  should  be 
available  in  Section  D,  Part  III  of  the  301. 

Code    Code  Definition 

0  =  Unknown 

1  =  Blue  Cross/Blue  Shield 

2  =  Other  Commercial  Health  Insurance  Group 

3  =  Other  Commercial  Health  Insurance  -  Individual 

4  =  Champus 

5  =  Automobile  Insurance 

6  =  Other  Casualty  Insurance  -  Liability 

7  =  Other  Casualty  Insurance  -  Medical  Payments  Coverage 

8  =  Other  Third  Parties 

Size  of  Household  -  The  number  of  persons  in  the  household,  as  found 
on  the  301,  Item  K  will  be  collected. 

Size  of  Case  -  The  number  of  persons  in  the  case,  as  found  on  the  301, 
Item  L,  will  be  collected. 

Income  -  When  available,  the  dollar  amount  of  the  total  income  for  the 
case  will  be  collected  along  with  the  source (s)  of  this  income. 

Resources  -  The  total  dollar  amount  of  the  resources  belonging  to  the 
case  will  be  collected  when  available  along  with  the  source (s)  of  these 
resources . 

ENROLLEE  DATA 

Person  Number  -  The  Person  Number  is  used  to  uniquely  identify  each 
person  living  in  the  household  and  provide  a  link  to  the  claims 
information. 
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Claims  Information 


Amount  of  Charge  -  The  amount  charged  by  the  provider  for  each  individual 
service  will  be  collected. 

Amount  of  Payment  -  The  amount  reimbursed  by  Medicaid  to  the  provider  for 
each  individual  service  will  be  collected. 

Date  of  Payment  -  The  month,  day,  and  year  that  the  provider  for  each 
Individ jal  service  was  reimbursed  will  be  collected. 

Type  of  Service  -  For  each  individual  claim,  the  Type  of  Service  will  be 
collected.     In  addition,  if  the  service  is  received  as  part  of  the  Early 
and  Periodic  Screening,  Diagnosis  and  Treatment  (EPSDT)  program,  this 
information  will  also  be  collected. 


Type  of  Service  Code 

Institutional  Services 

Inpatient  hospital: 

General  hospitals    01 

Mental  hospitals    02 

Skilled  nursing  facilities   03 

Intermediate  care  facilities: 

Facilities  for  mentally  retarded   04 

ICF  services  in  all  other  institutions   05 

Non-Institutional  Services 

Physicians'  services    11 

Dental  services    12 

Other  practitioners'  services   13 

Outpatient  hospital  services    14 

Clinic  services    15 

Laboratory  and  radiological  services    16 

Home  health  services   17 

Prescribed  drugs    18 

Family  planning  services      19 

Other  services   20 

Vision  care   21 

Medicare  buy-in   22 

Medicare  deductible   23 

Unknown   00 


Units  of  Service  -  For  each  individual  claim,  the  Units  of  Services  will 
be  collected.     The  number  of  units  of  service  provided  for  inpatient 
services  is  the  number  of  days  of  care.  For  an  individual  practitioner 
(e.g.,  physician,  dentist,  chiropractor,  etc.),  outpatient  hospital,  and 
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for  clinic  services,  the  number  of  visits  will  be  collected.     For  X-Ray 
services,  the  number  of  X-rays  will  be  collected.     For  Laboratory 
Services,  the  number  of  tests  will  be  collected.     For  Drugs,  the  number 
of  prescriptions  will  be  collected.    The  number  of  units  of  services  for 
eyeglasses,  dentures,  prosthetic  devices,  and  transportation  is  the 
number  of  pairs  of  eyeglasses,  pairs  of  dentures,  devices,  and  trips, 
respectively.     For  HMOs,  the  number  of  separate  claims  on  the  invoice  as 
the  units  of  service  will  be  collected. 

Dates  of  Service  -  If  a  claim  results  from  the  use  of  inpatient  services 
by  a  beneficiary,  then  for  each  such  claim,  the  month  (MM),  day  (DD) ,  and 
year  (YY)  of  the  first  day  of  service,  and  the  month  (MM),  day  (DD) ,  and 
year  (YY)  of  the  last  day  of  service  will  be  collected.     If  the 
beneficiary  was  still  receiving  inpatient  services  at  the  time  the 
invoice  was  submitted,  the  billing  date  will  be  collected.    For  claims 
other  than  inpatient  services  the  month  (MM),  day  (DD) ,  and  year  (YY) 
that  the  service  was  received  will  be  collected. 

Original  Date  of  Admission:  When  available,  the  month  and  year  of  the 
date  of  original  admission  for  institutionalized  beneficiaries  will  be 
collected. 

Discharge  Status  -  For  each  individual  claim,  the  Discharge  Status  will 
be  collected. 

Code    Code  Definition 

1  =  Patient  Deceased 

2  =  Live  Discharge 

3  =  Still  Institutionalized 
9  =  Not  Applicable 

0  =  Unknown 
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EXHIBIT  3 

Enrollee/Recipient  Characteristics  Tables 


Table  1:     Number,  Percentage  Distribution,  and  Ratio  of  Recipients  to 
Enrollees  for  Need  Status  Categories  by  Basis  of  Eligibility 

Table  2:     Nui  ber  and  Percentage  Distribution  of  Enrollees  (Recipients) 
by  Basis  of  Eligibility,  Need  Status,  and  Sex 

Table  3:     Distribution  of  Cases  Among  Selected  Household  and  Case 
Characteristics  by  Basis  of  Eligibility  and  Need  Status 

Table  4:    Monthly  Number  and  Percentage  Distribution  of  Cases  Among 
Monthly  Income  Classes  by  Case  Size,  Basis  of  Eligibility, 
and  Need  Status 

Table  5:     Monthly  Number  and  Percentage  Distribution  of  New  Applicants 

and  Redetermined  Cases  by  Basis  of  Eligibility  and  Need  Status 

Table  6:     Rate  of  New  Enrollee  Application  Among  Need  Status  Groups 
by  Basis  of  Eligibility 

Expenditure  Tables 

Table  7:    Monthly  Number  and  Percentage  Distribution  of  Claims  by  Need 
Status  and  Basis  of  Eligibility 

Table  8:     Monthly  Number,  Percentage  Distribution,  and  Average  Number 
of  Claims  by  Type  of  Service  and  Need  Status 

Table  9:     Amount  and  Percent  Distribution  of  Total  Monthly  Expenditures 
for  Each  Need  Status  Category  by  Basis  of  Eligibility 

Table  10:  Monthly  Number  and  Percentage  Distribution  of  Enrollees  in 
Each  Total  Expenditure  Class  by  Basis  of  Eligibility  and 
Need  Status 

Table  11:  Amount  and  Percentage  Distribution  of  Monthly  Expenditures 
Among  Age  Categories  by  Basis  of  Eligibility,  Need  Status, 
and  Sex 

Table  12:  Monthly  Expenditures  Per  Recipient  and  Per  Enrollee  for 

Each  Type  of  Service  by  Age,  Basis  of  Eligibility,  and  Need 
Status 

Table  13:  Monthly  Amount  and  Percentage  Distribution  of  Expenditures 
for  Each  Type  of  Service  by  Basis  of  Eligibility  and  Need 
Status 

Table  14:  Monthly  Expenditures  Per  Recipient  for  Each  Type  of  Service 
by  Age,  Sex,  and  Need  Status 
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Table  15:  Monthly  Expenditure  Per  Unit  of  Selected  Services  by  Basis  of 
Eligibility  and  Need  Status 

Table  16:  Monthly  Amount,  Average  Per  Unit  of  Service,  and  Percent  of 
Charges  Not  Reimbursed  by  Medicaid  for  Selected  Services  by 
Basis  of  Eligibility  and  Need  Status 

Utilization  Tables 

Table  17:  Monthly  Number  and  Percentage  Distribution  of  Claims  for  Selected 
Types  of  Service  by  Recipient  Age  and  Need  Status 

Table  18:  Monthly  Unduplicated  Count  and  Percentage  Distribution  of 

Recipients  Among  Types  of  Service  by  Age,  Basis  of  Eligibility, 
and  Need  Status  for  (Month)  1981. 

Table  19:  Average  Monthly  Ratio  of  Recipients  of  Selected  Services  to 
Program  Enrollees  by  Basis  of  Eligibility  and  Need  Status 

Table  20:  Monthly  Expenditures  and  Claims  Per  Case  Among  Monthly  Income 

Classes  by  Class  of  Service,  Basis  of  Eligibility,  and  Need  Status 

Table  21:  Monthly  Units  of  Service  Per  Recipient  and  Per  Enrollee  for 

Selected  Types  of  Service  by  Basis  of  Eligibility  and  Need  Status 

Table  22:    Monthly  Units  of  Services  Per  Recipient  and  Per  Enrollee  for 
Selected  Types  of  Service  by  Age,  Sex,  and  Need  Status 

Table  23:  Monthly  Count  and  Percentage  Distribution  for  Selected  Measures 
of  Utilization  by  Type  of  Service,  Basis  of  Eligibility,  and 
Need  Status 

EPSDT/TPL  Tables 

Table  24:  Monthly  Utilization  and  Expenditure  Statistics  for  the  Early  and 
Periodic  Screening,  Diagnosis,  and  Treatment  Program  for  Selected 
Types  of  Service 

Table  25:  Number  of  Cases  and  Their  Percentage  Distribution  Among  Basis 
of  Eligibility  and  Need  Status  Categories  by  Medicare  and 
Other  TPL  Coverage 
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CHAPTER  4 


NATIONAL  UNIT  RECORD  MEDICAID  DATA  BASE  DERIVED  FROM  STATE  MMIS  (TAPE-TO-TAPE) 

I.  OVERVIEW 

Tape-to  -Tape's  concept  is  to  use  raw  tapes  from  State  Medicaid 
Management  Information  Systems  (MMIS)  to  provide  data  for  a  series  of 
comprehensive,  unified  data  files  to  be  maintained  at  the  Federal  level. 
The  initial  phase  of  activity  will  include  five  states  (California, 
Georgia,  Michigan,  New  York,  and  Tennessee)  and  two  years  (1980  and  1981) . 
For  participating  states,  complete  eligibility,  claims,  and  provider  data 
files  will  be  acquired,  processed  and  analyzed.     Current  plans  call  for 
the  inclusion  of  at  least  two  additional  states  and  a  third  year  (1982) 
of  data. 

The  purpose  of  the  data  base  is  to  create  uniform  person-level 
Medicaid  research  files  across  states  to  analyze  enrollment,  utilization, 
and  reimbursement  through  the  use  of  rate  measures.     The  first  results 
from  this  project  are  expected  in  the  Fall  of  1982. 

Under  the  direction  of  the  Office  of  Research  and  Demonstrations 
(ORD) ,  this  work  is  being  performed  by  SysteMetrics,  Inc.  and  its  sub- 
contractors, Urban  Systems  Research  and  Engineering,  and  Array  Research. 

II.  CONTENTS 

Before  describing  the  specific  contents  of  the  data  base  it  is  useful 
to  describe  the  general  process  used  in  constructing  the  files. 

•  Raw  data  tapes  for  enrollment  claims  and  provider  data  elements 
are  extracted  from  appropriate  MMIS  subsystems  in  the  particip- 
ating states.     The  MMIS  systems  collect  and  store  automated 
data  as  a  byproduct  of  the  Medicaid  eligibility  determination 
and  claims  payment  process.     For  example,  demographic  data  on 
each  enrollee  are  contained  in  enrollment  files;  service  dates, 
total  payments,  type  of  service,  and  diagnosis  are  contained 

in  claims  files;  and  type  and  specialty  of  provider  are 
contained  in  provider  files. 

•  System  documentation  is  reviewed  to  develop  standard  code 
structures,  define  variable  lists  and  establish  formats 
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that  are  uniform  across  states.    At  this  stage,  detailed 
code  maps  are  prepared  as  a  crosswalk  between  raw  state 
data  elements  and  uniform  codes. 

•  Duplicate  or  erroneous  records  are  purged  from  the  files 
and  extensive  edit  and  cleaning  activities  are  performed 
to  assure  data  quality.    These  edits  include  imputation 
for  missing  or  out-of-range  codes. 

•  Uniform  files  are  produced  for  each  participating  state  and 
year.    Separate  files  are  maintained  for  enrollment,  claims, 
and  provider  data.    The  data  are  composed  of  person-level 
enrollment  claims  and  provider  records,  so  that  specific 
health  services  furnished  on  specific  dates,  and  related 
provider  and  reimbursements  can  be  linked  to  the  specific 
Medicaid  enrollee  who  received  the  service  and  to  the 
specific  provider  who  furnished  it. 

•  The  main  data  base  consists  of  100  percent  data  from  all 
participating  states,  in  uniform  codes  and  formats.  The 
content  of  these  files  will  differ  from  that  of  an 
individual  state's  files  in  that  some  data,  reported  by 
only  one  state  and  not  by  others,  will  not  enter  the 
100%  uniform  data  file. 

•  This  large  100%  data  base  is  used  to  complete  "early 
returns"  tabulations  and  to  produce  sample  files  and 
small  research  files  for  more  refined  analyses. 

Exhibit  1  at  the  end  of  this  chapter  illustrates  this  process. 

The  100%  uniform  files  will  be  of  three  types:     enrollment,  claims, 
and  provider,  discussed  below: 

•  Enrollment  Files.     One  file  will  be  produced  for  each  state. 
In  this  file,  a  record  will  consist  of  basic  demographic 
data  for  an  individual  enrollee  plus  a  series  of  monthly 
histories  of  enrollment  status.     In  some  cases  (SSI  enrollees 
in  California  and  New  York),  MMIS  enrollment  data  will  be 
augmented  with  income  and  asset  data  from  other  non-MMIS 
enrollment  files.    The  file  will  be  sorted  by  enrollee 
identification  number. 

•  Claims  Files.     Separate  files  will  be  created  by  state, 
year  of  service  and  eight  claims  types  as  follows: 

Medicaid  Enrollees: 

Outpatient  hospital,  other  clinics,  emergency  rooms, 
physicians,  laboratories,  other  practitioners  (except 
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dental),  durable  medical  equipment,  supplies,  eyeglasses, 
hearing  aids,  prostheses,  ambulance  services 


Drugs 
Dental 

Inpatient  Hospital  (Acute  Care) 
Long-term  care,  home  health 
Crossover  Enrollees; * 

Outpatient  hospital 

Inpatient  Hospital  (Acute  Care) 

Long-term  care. 

Records  will  be  sorted  by  recipient,  date  of  service  and  provider. 
One  record  will  be  included  in  the  data  base  per  claim,  defined 
as  the  record  of  a  specific  charge  for  a  specific  service  on  a 
given  date.    The  claims  files  are  quite  large.    Exhibit  B  shows 
estimated  volume  by  claim  type  for  four  of  the  initial  five 
states. 

•         Provider  Files.    One  file  will  be  created  for  each  state  and 
year,  including  one  fixed  length  record  for  each  provider 
submitting  at  least  one  Medicaid  claim.     Individual  providers 
will  be  cross  classified  by  group  membership  and  provider  type. 
To  the  extent  possible  multiple  provider  numbers  will  be  linked. 
The  file  will  be  sorted  by  provider  identification  number. 

Every  variable  on  the  uniform  files  will  contain  a  code  which  is  the 
same  across  states.     Care  is  being  taken  to  develop  mapping  algorithms, 
from  state  codes  into  uniform  codes,  that  do  not  distort  the  original  meaning 
of  the  codes.     Wherever  individual  state  codes  are  too  dissimilar  or  adequate 
maps  cannot  be  constructed,  those  variables  will  not  be  included  in  the 
uniform  files. 


A  crossover  enrollee  is  an  individual  covered  under  both  Medicare  and 
Medicaid. 
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1 

EXHI  IT  2 

ESTIMATED 

ANNUAL  VOLUME 

OF  CLAIMS 

BY  STATE  (Thousands) 

Claim  Typ<> 

State 

California 

Michigan 

New  York 

Tennessee 

Total 

Physician/ 
Outpatient 

21,900 

11,257 

29,825 

2,900 

65,882 

Inpatient 
Hospitalization 

1,020 

413 

557 

600 

2,590 

Drug 

18,000 

11,527 

11,749 

1980:  7,000 
1981:  4,500 

48,276 

Dental 

1,836 

794 

3,405 

400 

6,435 

Long  Term  Care 

1,080 

751 

1,990 

300 

4,121 

All  Other 

3,500 

427 

3,098 

800 

7,825 

TOTAL 

47,336 

25,169 

50,624 

12,000 

135,129 
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The  following  exhibits  present  the  data  elements  that  are  currently 
planned  for  inclusion  in  the  100%  Uniform  Files,  by  file  type. 


•  Enrollment  File    (See  Exhibit  3) 

•  Claims  File     (See  Exhibit  4) 

•  Provider  File  (See  Exhibit  5) 

The  following  are  the  more  critical  data  elements  and  associated  coding 
considerations  and  problems. 

•  Basis  of  Eligibility.     The  eligibility  coding  used  by  states 
varies  considerably,  depending  upon  the  eligibility  categories 
allowed  in  that  particular  state.     For  the  uniform  files, 
state  eligibility  groups  will  be  mapped  into  the  basic  federal 
groups:    Aged,  Blind,  Disabled,  AFDC,  Other  Title  19  and  State 
Only,  with  an  additional  indication  of  the  individual's 
maintenance  assistance  status. 

•  Race.    Although  the  quality  of  race  coding  is  poor  in  some  states 
and  absent  in  others,  data  will  be  broken  out  by  race  and  ethnicity 
to  the  degree  possible. 

•  Service  Category.    This  code  identifies  outpatient,  physician 
and  other  practitioner  services.     A  list  of  twenty  service 
categories  corresponding  to  those  in  the  Medicaid  Minimum  Data 
Set  will  be  used. 

•  Dental  Treatment  Codes.     Codes  will  be  mapped  into  ten  basic 
code  groups  developed  by  the  American  Dental  Association. 

•  Surgical  Procedures  (Hospital  Claims)  and  Physician  Services 
(Outpatient  and  Physician  Claims).     A  variety  of  coding  systems 
are  currently  used  by  the  states.     CPT-4  will  be  used  as  the 
framework  for  establishing  a  standard  code  for  the  uniform  files. 

•  Diagnosis.    Many  states  report  diagnoses  using  ICD-9-CM.  This 
will  be  the  standard  for  uniform  files. 

•  Drug  Codes.     All  state  drug  codes  will  be  mapped  into  the  National 
Drug  Code. 

III.     STRENGTHS  AND  LIMITATIONS 

A.  STRENGTHS 

The  major  strengths  of  the  Tape-to-Tape  data  base  are  its  refined  level 
of  detail  (data  are  person,  service,  and  provider  specific)  and  its  completeness 
(all  files  are  100%  complete  for  the  States  and  years  which  are  included). 
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Since  some  of  the  largest  Medicaid  States  in  the  country  are  included,  the 
initial  data  base  covering  enrollee  and  provider  data  for  services  comprise 
about  40%  of  the  annual  Medicaid  expenditures  in  the  United  States.  The 
years  to  be  included,  initially  1980  and  1981,  are  years  of  large  changes 
in  Medicaid  policy  (e.g.,  the  Omnibus  Reconciliation  Act)  and  therefore, 
the  data  base   .a  ideally  suited  as  a  baseline  to  monitor  the  impact  of 
those  changes.     Collection  of  data  for  1982  will  show  actual  impact. 

Because  of  the  detail  and  completeness  of  the  files,  the  following 
kinds  of  analyses,  which  have  previously  been  impossible  due  to  the  limita- 
tions of  other  HCFA  data  bases,  can  now  be  performed: 

•  A  comprehensive  look  at  care  delivered  to  institutionalized 
individuals. 

•  Distributional  analyses  -  i.e.,  it  is  now  known  that  for  many 
services  the  mean  reimbursement  per  1000  enrollees  may  be  a 
misleading  statistic.     This  is  because  many  enrollees  use  no 
service  while  a  small  number  of  enrollees  are  exceedingly 
intensive  users.     Tape-to-Tape  will  provide  detailed  looks 

at  distributions. 

•  Medicaid  expenditures  for  crossover  recipients. 

•  More  data  on  the  size  and  characteristics  of  the  Medicaid 
enrolled  population. 

9         Date  of  service  based  analyses.     The  claims  data  are  organized 
by  date  of  service,  rather  than  date  of  payment  as  are  most 
other  Medicaid  information  services. 

•  Cross-state  comparisons:     enrollment,  use  and  expenditures. 

•  Longitudinal  trends  and  person  histories:     This  data  base  is 
the  only  one  of  the  new  HCFA  Medicaid  data  bases  which  allow 
for  the  tracking  of  individuals  over  time  to  monitor  the 
impact  of  program  changes. 

•  Diagnostic/procedure  studies  for  acute  inpatient  services. 

•  Special  studies  for  drugs,  dental,  outpatient,  etc. 

•  Analyses  of  provider  participation  and  patient  access  to  providers. 

•  Validation  of  other  sample  data  sources. 

•  Potential  linkage  to  Medicare  and  other  source  data. 

•  Small  area  studies. 
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•  Simultaneous  cross-tabulation  or  Medicaid  data  by  demographic 
characteristics,  maintenance  assistance  status,  basis  of 
eligibility  and  type  of  service. 

•  Analysis  of  specific  policy  issues:     i.e.,  competition, 
federalization,  capitation,  etc. 

B.  LIMITATIONS 

There  are  several  limitations  to  the  Tape-to-Tape  data  base.  Current 
plans  call  for  the  inclusion  of  only  selected  States  and  years,  so  that 
analyses  are  restricted  to  certain  geographic  areas  and  time  periods. 
Another  major  limitation  is  the  lack  of  data  on  non-covered  services.  This 
limits  usefulness  of  the  data  base  when  evaluating  the  impact  of  offering 
new  services  or  extending  reimbursements. 

Other  limitations  of  the  data  base  include  the  following: 

•  Many  useful  analyses  require  data  not  provided  in  the  Tape-to- 
Tape  data  base,  particularly  data  on  program  characteristics 
and  income  resources  of  the  Medicaid  population.  Typically, 
these  data  are  not  available  through  administrative  records 
systems  such  as  Tape-to-Tape. 

•  For  some  data  elements,  uniform  files  will  not  contain  the 
detail  available  on  individual  state  files. 

•  While  streamlined  research  files  will  be  created  for  Tape-to 
Tape,  basic  files  will  be  large,  cumbersome  and  expensive  to 
process. 

IV.  AVAILABILITY 

Initial  reports  based  on  1980  Michigan  data  will  be  available  in 
November,  1982.    Other  States  and  years  will  be  processed  during  1982  and 
1983.     Reports  and  data  files  will  be  delivered  as  they  are  processed. 
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EXHIBIT  4 


LIST  OF  DATA  ELEMENTS  TO  BE  EXTRACTED  FROM 
MEDICAID  CLAIMS  FILES  AND  AVAILABILITY  BY  STATE 


!  AVAILABILITY  OF  DATA  ELEhENT  I 

!       MEDICARE/hEDICAID       I       MEDICARE/HEDICAID  ! 


TAPE  TO  TAPE! 

NON  CROSSOVER 

1 

CROSSOVER 

1 

!  CLAIM 

DATA  ELEMENTS 

1  

 —  1 

1  TYPE 

NUMBER  I 

DATA  ELEMENT  NAME 

!  CA 

!     HI  ! 

NY  t 

TN 

!     CA  1 

HI  1 

TN  1 

!   ALL  CLAIMS 

COl  1 

Claim  Type 

1  X 

!     X  1 

X  1 

X 

- —  

1     X  I 

X  1 

X 

 —  1 

X  ! 

!  (HEADER 

002  1 

State  Code 

1  A 

1  A 

A  t 

A 

1     A  ! 

A  1 

A 

A  ! 

!  PORTION) 

003  1 

Recipient  Birthdate 

1  X 

!  0 

X  ! 

X 

1     X  1 

0  1 

X  1 

004  1 

Recipient  Medicaid  Number 

t  X 

:  x 

X  1 

X 

:    x  t 

X  S 

X 

005  1 

Recipient  Sex 

!  X 

:  o 

X  1 

X 

:    x  i 

0  ! 

X 

X  1 

OOS.l  1 

Race 

!  X 

:  o 

X  i 

X 

1  X 

0  ! 

X 

X  ! 

006  1 

State  Specific  Aid  Category 

1  X 

!  0 

X  ! 

X 

1  X 

0  1 

X 

x  : 

007  ! 

Uniform  Aid  Category 

1  X 

!  0 

X  1 

X 

:  x 

0  1 

X 

X  ! 

008 

Provider  ID  Number 

1  X 

1  x 

X  t 

X 

I  X 

X  i 

X  I 

009  1 

Provider  Type 

1  X 

X  ! 

0  " 

r  x 

X 

0  ! 

010  : 

Charae 

!  X 

!  X 

X  1 

0 

:    s  i 

X  ! 

X 

o  : 

Oil  ! 

Charge  Indicator 

1  X 

1  X 

X  1 

0 

1  X 

X  ! 

X 

0  ! 

012  ! 

Medicaid  Amount  Paid 

!  X 

i  X 

X  ! 

X 

1  S 

X  1 

X 

X  i 

013  1 

Hedicaid  Amount  Indicator 

1  X 

!  X 

X  1 

X 

1  X 

x  : 

X  ! 

014  : 

Other  Third  Party  Amount  Paid 

i  0 

S  X 

X  1 

0 

1  0 

x  t 

X 

0  i 

015  1 

Other  Third  Party  Amount  Indicator 

1  0 

1  X 

X  1 

0 

1  0 

X  ! 

X 

0  1 

016  : 

Date  of  Payment 

1  X 

!  X 

X  I 

X 

!  X 

X  1 

X 

X  1 

017  1 

Service  Category  (Hedicaid  Minimum  Data  Set) 

1  X 

!  X 

X  1 

X 

1  X 

X 

X 

X  1 

!     ND»  OPD. 

101  I 

Service  From  Date 

I  X 

1  X 

X  1 

X 

1  X 

X 

X 

 1 

x  : 

!  LAB. 

102  1 

Service  To  Date 

!  X 

!  X 

X  1 

X 

1  X 

X 

X 

X  I 

1     X-RAY t 

103  1 

Quant  i  ty  - 

1  X 

I  X 

X  t 

X 

t  X 

X 

X 

X  1 

I  ETC. 

104  ! 

Uniform  Service  Code 

1  X 

!  X 

X  1 

X 

1  X 

X 

X 

X  1 

105  : 

Diagnosis  Code 

!  X 

1  X 

x  : 

X 

1  0 

X 

X 

X  1 

106  : 

Place  of  Service 

1  X 

I  X 

X  1 

1  X 

X 

X 

X  1 

isi  : 

Medicare  Amount  Paid 

1  X 

:  x 

X  1 

0 

1  s 

X 

X 

0  I 

j   — 

152  i 

Medicare  Amount  Indicator 

1  X 

!     X     1     X  1 

0     1     X     t  X 

X 

0  1 

! DRUBS 



201  1 



Date  Filled 



1  X 

1     X     1     X  1 

X     1  N/A   1  N/A 



N/A 

— —  1 
N/A  I 

! PRESCRIPTION 

202  1 

Prescribing  Physician  ID  Number 

!  0 

1  X 

X  1 

X 

1  N/A 

N/A 

N/A 

N/A  1 

1  AND  O.T.C. 

203  1 

Ouantity 

1  X 

1  X 

X  1 

X 

1  N/A 

N/A 

N/A 

N/A  1 

204  1 

Refill  Indicator 

1  0 

I  X 

X  1 

0 

1  N/A 

N/A 

N/A 

N/A  ! 

205  ! 

Uniform  Drug  Code 

1  X 

i  X 

X  I 

X 

1  N/A 

N/A 

N/A 

N/A  1 
 1 

1  DENTAL 

301  1 

Treatment  From  Date 

i  X 

1  X 

X  1 

N/A 

1  N/A 

N/A 

N/A 

N/A  ! 

302  : 

Treatment  To  Date 

1  X 

1  X 

X  1 

N/A 

1  N/A 

N/A 

N/A 

N/A  1 

303  1 

Tooth  Number 

1  X 

t  X 

X  1 

N/A 

1  N/A 

N/A 

N/A 

N/A  ! 

1         304  1 

Uniform  Treatment  Code 

1  X 

:  x 

X  1 

N/A 

1  N/A 

N/A 

N/A 

N/A  : 

 1 

1  INPATIENT 

t         401  1 

Admission  Date 

1-  

1  X 

-!  

1  X 

 ! 

X  ! 

X 

1  

1  X 



X 



X 

X  ! 

i  HOSPITAL 

!         402  1 

Discharge  Date 

1  X 

1  X 

X  1 

X 

1  X 

X 

X 

X  ! 

1  (ACUTE) 

1         403  : 

Discharge  Status 

1  X 

1  X 

X  i 

X 

1  X 

X 

X 

X  1 

1  X 

X  ! 

X 

1  0 

X 

X 

X  1 

!         405  1 

Secondary  Diagnosis  Code 

1  0 

1  X 

X  1 

0 

1  0 

X 

X 

0  1 

1         406  1 

Uniform  Principal  Surgical  Procedure  Code 

1  0 

1  X 

X  1 

X 

1  0 

X 

X 

x  : 

1         407  1 

Principal  Procedure  Date 

1  0 

!  X 

X  I 

0 

1  X 

X 

X 

o  : 

1         408  : 

Medicaid  Covered  Days 

1  X 

:  x 

X  t 

X 

1  X 

X 

X 

x  : 

1         409  1 

Nature  of  Admission 

1  0 

!  X 

X  1 

0 

1  X 

X 

X 

0  1 

!         410  1 

Accomodation  CharseiRoutine  Inpatient  Care 

1  X 

1  X 

0  1 

0 

1  0 

X 

0 

o  : 

1         411  I 

Accomodation  Charge ! ICU/CCU 

1  X 

1  X 

0  1 

0 

1  0 

X 

0 

0  .  1 

t         412  ! 

Accomodation  Charge i Newborn  Nursery 

I  X 

t  X 

0  1 

0 

:  o 

X 

0 

0 

1         413  1 

Ancillary  CharseSLabor  and  Delivery 

1  X 

:  x 

o  : 

0 

1  0 

X 

0 

o  t 

!         414  s 

Ancillary  Charge! OR  and  RR 

I  X 

!  X 

0  1 

0 

1  0 

X 

0 

0  1 

1         415  1 

Ancillary  CharaeSResPiratory  Therapy 

1  X 

1  X 

0  1 

0 

1  0 

X 

0 

0  1 

S         416  ! 

Ancillary  ^Charge  iRehabil  itatipo.  Therapy 

1  X 

0  1 

0 

1  0 

X 

0 

0  1 

1         417  1 

Ancillary  CheraelER/OPD 

t  X 

:  x 

0  ! 

0 

1  0 

X 

0 

0  ! 

1         418  1 

Ancillary  Charge! Lab 

1  X 

I  X 

o  : 

0 

!  0 

X 

0 

0  ' 

!         419  ! 

Ancillary  Charae ! Blood/Blood  Processing 

1  X 

:  x 

0  ! 

0 

1  0 

X 

0 

o  : 

!  420 

Ancillary  Charae!Druas( Including  IV) 

!  X 

i  X 

!   o  : 

0 

I  0 

X 

0 

o  t 

!  421 

Ancillary  Cha  rge ! DME/Supp 1 ies/P  rothes  i  s /E tc . 

1  X 

:  x 

i   o  : 

0 

1  0 

X 

0 

0 

!  422 

Ancillary  Charge '.Radiology 

;  x 

!  X 

0  ! 

0 

1  0 

X 

0 

0  ! 

1  423 

Ancillary  ChargeSEKG 

I  X 

1  X 

o  : 

0 

1  0 

X 

0 

o  : 

1  424 

Ancillary  Charge'Other  Diagnostic  Procedure 

1  X 

:  x 

!     0  1 

0 

1  0 

X 

0 

0  1 

!  425 

Ancillary  Charge  I  Anesthesia 

1  X 

1  X 

:    o  : 

0 

1  0 

X 

0 

0  ! 

1  426 

Ancillary  CharselDialysis 

I  X 

!  X 

:    o  i 

0 

1  0 

X 

0 

a  : 

1  427 

Ancillary  ChargeSNot  Otherwise  Classified 

1  X 

!  X 

i   o  : 

0 

1  0 

X 

0 

o  : 

1   LONG  TERM 

!  501 

Service  From  Date 

1  X 

t  X 

:    x  : 

X 

1  X 

X 

X 

x  : 

1  CARE/HOME 

1  502 

Service  To  Date 

1  X 

!  X 

:    x  : 

X 

1  X 

X 

X 

X  ! 

1  HEALTH 

1  503 

Admission  Date 

1  X 

1  X 

t     X  1 

X 

1  X 

X 

X 

X  1 

504 

Number  of  Home  Health  Visits 

:  x 

!  X 

S     X  1 

X 

1  X 

X 

X 

x  : 

I  505 

Skilled  Care  Dews 

:  x 

!  X 

!     X  i 

X 

!  X 

X 

X 

x  : 

1  506 

Intermediate  Care  Days 

!  X 

1     X  ! 

X 

1  X 

X 

X 

X  1 

1  507 

Leave  Days 

:  x 

!  X 

1  X 

0 

!  X 

X 

X 

o  : 

1  508 

Patient  Status 

!  X 

1     X  . 

X 

1  X 

X 

X 

X  1 

!  509 

Primary  Diagnosis  Code 

!  X 

t  X 

:    x  i 

X 

1  0 

X 

X 

X  1 

!  551 

Medicare  Amount  Paid 

i  X 

1  X 

0 

1  X 

X 

0  1 

1  552 

Medicare  Amount  Indicator 

1  X 

!  X 

i  x 

0 

I  X 

X 

X 

0  1 

X  =  Available     0  =  Not  Available     A  =  Assigned     S  =  Summary  Only 
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CHAPTER  5 


NATIONAL  MEDICAL  CARE  UTILIZATION  AND  EXPENDITURE  SURVEY  (NMCUES) 


The  National  Medical  Care  Utilization  and  Expenditures  Survey 
(NMCUES)  was  ?  panel  survey  conducted  concerning  1980,  sponsored  jointly 
by  the  National  Center  for  Health  Statistics  (NCHS)  and  the  Health  Care 
Financing  Administration  (HCFA) ,  and  conducted  under  contract  by  the 
Research  Triangle  Institute  (RTI)  and  its  two  subcontractors,  National 
Opinion  Research  Center  (NORC)  and  SysteMetrics,  Inc. 

I.        OVERVIEW  OF  SURVEY 

The  survey  consists  of  several  components: 

•  National  Household  Survey  (HHS) .     A  one-year  nationwide  panel 
of  6000  randomly  selected  households  was  interviewed  five 
times  about  their  characteristics,  health  status,  health 
services  utilization,  health  insurance  coverage  and  health 
care  expenditures  for  calendar  year  1980. 

•  State  Medical  Household  Survey  (SMHS) .     Independent  samples 
in  four  States  of  1000  randomly  selected  Medicaid  households 
were  interviewed  five  times  using  a  comparable  survey 
instrument  to  that  employed  for  the  HHS.     These  surveys 
were  conducted  in  New  York,  Michigan,  Texas  and  California. 

•  Administrative  Records  Survey  (ARS).     Existing  eligibility 
and  claims  files  were  obtained  from  State  agencies  for  all 
Medicaid  eligibles  in  the  State  Medicaid  Household  Survey. 
Eligibility  records  were  obtained  for  Medicaid  eligibles  in 
the  National  Household  Survey.     Medicare  claims  were  obtained 
for  all  Medicare  beneficiaries  in  both  the  National  Household 
Survey  and  the  State  Medicaid  Household  Survey. 

The  interview  surveys  were  designed  to  be  similar  in  content  to  the 
Health  Interview  Survey,  performed  annually  to  NCHS,  and  the  National 
Medical  Care  Expenditures  Survey,  a  one-time  panel  survey  in  1977,  so  that 
trends  could  be  derived  from  comparisons  between  the  various  data  sets. 

For  both  interview  survey  components,  initial  panel  selection  was 
random.  In  the  HHS  component  a  national  area  probability  sample  of  the 
civilian,  non- institutionalized  population  was  drawn,  while  in  the  SMHS,  a 
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list-based  sample  of  Medicaid  cases  was  drawn.    The  final  samples  included 
17,400  persons  in  the  HHS  and  13,800  persons  in  the  SMHS. 

The  data  from  the  two  interview  surveys  are  complete  and  have  been 
delivered  to  the  government.    The  Administrative  Record  Survey  data  have 
been  obtained  from  the  states  and  are  being  merged  with  the  interview  data. 
These  merged  files  should  be  delivered  in  late  1982  or  early  1983. 

An  analysis  contract  between  HCFA  and  RTI/SysteMe tries  will  produce 
a  series  of  reports  on  the  utilization  and  expenditures  patterns  of  federal 
beneficiaries  and  other  related  populations  (the  near  poor).  Additional 
reports  in  the  series  will  also  be  produced  by  HCFA  and  NCHS  staff. 

II.  CONTENT 

A.         SURVEY  DATA 

The  survey  data  were  collected  on  several  data  collection  instruments: 

•  Control  Card:     The  principal  function  of  the  control  card  was 
to  allow  the  interviewer  to  locate  appropriate  sample  members. 
This  instrument  was  also  used  to  collect  basic  demographic 
data  on  each  member  of  the  household. 

•  Core  Questionnaire:  This  was  the  basic  data  collection 
instrument,  administered  during  each  of  the  five  rounds. 
For  each  member  of  the  household  data  were  collected  on: 

Disability  Days  (and  associated  health  conditions) 

Medical  Encounters,  including  data  on: 

Dates  of  contact 

Name,  address  and  specialty  of  provider 
Conditions  of  illness  responsible  for  contact 
X-rays,  lab  work  and  other  services 
Total  charges 

Medicare,  Medicaid  or  health  insurance  reimbursement 

Out-of-pocket  expenditures 

Special  emphasis  was  placed  on  collecting  hospital  outpatient 
department  and  emergency  service  data. 
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Other  Health  Expenses  (e.g.,  drugs  and  medical  supplies) 

Conditions:     detailed  information  on  each  health  condition 
mentioned  at  any  point  in  the  interview,  enabling  the 
tracking  of  conditions  across  rounds  of  the  survey 

Health  Insurance  Coverage,  including  characteristics 
of  each  plan 

Employment 

These  data  were  all  collected  for  the  reference  period  of  the  round  - 
the  preceding  two  to  three  months  since  the  last  interview  (or  since 
January  1,  1980). 

•  Supplementary  Questionnaires:  Supplementary  questionnaires  were 
administered  during  the  first,  third  and  fifth  interview  rounds, 
as  follows: 

Round  Subject 

Round  1:  Basic  Demographic  Data,  Activity  Limitations, 

and  Self -Reported  Health  Status 

Round  3:  Usual  Source  of  Health  Care 

Round  5:  1980  Income  and  Employment  Data  and 

Functional  Limitations 

The  data  from  these  instruments  were  keyed,  edited  and  reorganized 
into  18  separate  files.     These  are: 


•  1-5:     Five  different  round  specific  person  files  containing 
information  on  individuals  collected  during  that  round. 
They  will  contain  information  from  the  control  card,  the 
disability  days  section,  and  various  other  sections. 

•  jS:     One  Person  File  containing  information  on  a  person 
which  was  collected  only  once  (for  example,  information 
from  supplements). 

•  7-11 :     Five  round  specific  Respondent  Unit  Files  which 
have  round-specific  household  data  which  do  not  pertain 
to  individual  persons  in  the  household. 

•  12:     Dental  Visits  File,  containing  primarily  information 
from  the  dental  visits  section. 


•         13:     Hospital  Stay  File,  containing  primarily  information 
from  the  hospital  stay  section. 
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•  14:     Medical  Visits  File,  containing  information  from  the  emergency 
room,  hospital  outpatient  department,  and  medical  provider  visits 
section  of  the  questionnaire. 

•  15:     Prescribed  Medicines  and  Other  Medical  Expenses  File,  contain- 
ing information  from  the  prescribed  medicines  and  other  medical 
expenses  sections. 

•  16:     Condition  File,  containing  information  from  the  conditions 
section. 

•  17:    Health  Insurance  File,  containing  information  on  health 
insurance  plans.     Information  on  health  insurance  coverage  is 
in  the  person  file. 

•  18:     Flat  Fee  File,  containing  information  on  flat  fees  for  a 
group  of  services. 

In  addition,  a  series  of  analytical  files,  containing  a  recoded  subset 
of  the  data,  have  been  created. 

B.        ADMINISTRATIVE  RECORDS  DATA 

1.  Medicaid 

a.  National  Sample  (HHS) 

The  Medicaid  bureaus  of  each  state  represented  in  the  national  sample 
were  contracted  to  provide  verification  of  the  eligibility  of  each  individual 
reporting  Medicaid  eligibility  in  the  HHS  for  each  month  of  1980.    The  state 
was  also  asked  to  report  the  basis  of  eligibility  (AFDC,  Aged,  Blind/Disabled, 
or  State  Only)  for  each  individual. 

b.  State  Samples  (SMHS) 

The  four  states  included  in  the  survey  were  requested  to  provide  1980 
eligibility,  claims  and  provider  records  for  all  state  sample  members  in 
the  initial  sample  frame  or  who  reported  Medicaid  eligibility  during  1980. 

Eligibility  information  included: 

•  Case  identification 

•  Recipient  identification 

•  Recipient  name  and  address 

•  Recipient  age,  race,  sex 

•  Medicare  information  for  dual  eligibles 

•  HMO  enrollment  status 
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•  Case  aid  category 

•  Recipient  aid  category 

•  Size  of  case 

•  Periods  of  eligibility 

Claims  information  included: 

•  Type  of  claim 

•  B  neficiary  I.D.  number 

•  Provider  I.D.  number 

•  Beneficiary's  birthdate,  sex,  and  race 

•  Services  received 

•  Total  charges 

0  Amount  paid  by  Medicaid 

•  Amount  paid  by  other  sources 

•  Diagnosis 

Provider  information  included: 

•  Provider  type 

•  Provider  number 

•  Name  and  address 

•  Specialty 

•  Medicare  provider  number. 
2.  Medicare 

Federal  administrative  records  were  examined  for  all  persons  for  whom 
Medicare  coverage  was  reported  in  both  the  HHS  and  the  SMHS.     Data  provided 
from  these  records,  concerning  types  and  costs  of  services  received  and 
providers  used  during  1980,  were  quite  similar  to  the  Medicaid  claims 
information  described  above. 

The  Medical  records,  although  received  in  differing  formats  from  the 
States,  were  converted  to  a  uniform  format.     However,  the  Medicare  records 
were  maintained  in  the  format  in  which  they  were  received  from  the  Federal 
government.     All  data  were  cleaned  and  edited  with  missing  value  codes 
inserted  for  missing  or  out-of-range  variables. 
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III.     STRENGTHS  AND  LIMITATIONS 


A.  STRENGTHS 

The  National  Medical  Care  Utilization  and  Expenditures  Survey  provides 
data  for  HCFA  on  those  individuals  and  services  which  are  not  covered  by 
Medicare  and  Medicaid,  as  well  as  additional  characteristics  of  covered 
individuals  and  services  which  are  not  routinely  available  from  administra- 
tive records.    An  additional  important  advantage  of  NMCUES  over  previous 
similar  health  surveys  is  the  merger  of  administrative  records  with  survey 
data,  providing  the  most  accurate  picture  to  date  of  the  utilization  and 
expenditure  characteristics  of  Federal  beneficiaries. 

These  characteristics  of  the  survey  allow  for  the  following  types  of 
analyses  which  have  not  been  possible  from  other  HCFA  data  bases: 

•  The  utilization  and  expenditures  patterns  of  the 
near  poor,  low  income  persons  who  are  not  eligible 
for  Medicaid,  but  who  might  be  included  under  varying 
eligibility  and  benefit  options. 

•  Out-of-pocket  expenditures  for  Federal  beneficiaries. 

•  The  effect  of  varying  levels  of  health  status  on  health 
care  utilization  and  expenditures  and  the  interaction 
of  this  relationship  with  other  variables. 

•  Access  to  care  using  various  measures. 

•  Turnover  patterns  within  the  Medicaid  program. 

These  are  only  examples  of  the  varied  policy  research  questions  which  can  be 
addressed  using  this  large,  complex  data  base. 

B.  LIMITATIONS 

NMCUES  data  are  limited  in  several  ways.     Since  the  data  were  collected 
on  a  sample  basis,  extremely  detailed  analysis  in  some  areas  will  not  be 
possible  because  of  small  sample  sizes  and  resulting  unacceptably  high 
standard  errors.     In  addition,  the  data  are  only  for  one  year,  preventing 
longitudinal  analysis  beyond  this  period. 

The  SMHS  was  conducted  in  four  States.     This  was  necessary,  because  it 
was  too  costly  to  conduct  a  national  survey  of  Medicaid  enrollees.  Therefore, 
conclusions  drawn  from  SMHS  data  cannot  be  assumed  to  represent  the  entire 
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nation.     The  States  included  are,  however,  major  Medicaid  States,  and  their 
programs  differ  in  significant  ways  from  each  other. 

Finally,  perhaps  the  major  limitation  of  this  data  base,  from  the 
point  of  view  of  Medicaid  policy  analysis,  is  its  lack  of  inclusion  of 
data  on  institutionalized  persons.     This  group  is  an  increasingly  expensive 
component  of  the  Medicaid  program,  and  many  of  the  current  important  Medicaid 
policy  issues  relate  to  questions  concerning  care  for  the  institutionalized. 

IV.  AVAILABILITY 

The  12-month  interview  data  files  have  been  delivered.    The  merged 
interview  and  administrative  record  data  should  be  available  in  late  1982 
or  early  1983.     Reports  based  on  these  data  will  be  produced  beginning  in 
the  fall  of  1982. 
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CHAPTER  6 


LONG  TERM  CARE  SURVEY  OF  IMPAIRED  INDIVIDUALS  IN  HOUSEHOLDS 

The  National  Long-Term  Care  Survey  (Survey  of  Impaired  Individuals 
in  Households)  was  developed  and  will  be  fielded  by  the  Long-Term  Care  Data 
Working  Group  of  the  Department  of  Health  and  Human  Services.     The  group 
is  composed  o:  staff  members  of  the  Office  of  the  Assistant  Secretary  for 
Planning  and  Evaluation,  the  Health  Care  Financing  Administration,  the 
National  Center  for  Health  Statistics,  and  the  Administration  on  Aging, 
with  assistance  of  the  Bureau  of  the  Census.     The  National  Opinion  Research 
Center  provided,  under  contract,  methodological  and  developmental  assistance. 

The  survey  is  the  major  component  of  the  Statistical  Plan  for 
Nationally  Representative  Long-Term  Care  Data. 

I.  OVERVIEW 

The  underlying  concept  of  the  survey  is  that  the  ability  to  perform 
the  functions  of  everyday  living,  such  as  dressing,  toileting,  shopping, 
managing  one's  money,  finding  one's  way  around,  etc.,  are  the  major  determin- 
ants of  the  degree  of  independent  living  an  individual  can  achieve.  Limits 
on  these  activities  cause  reliance  on  outside  assistance  —  in  the  community 
if  the  individual  is  not  homebound,  in  the  home,  or  alternatively  in 
institutions. 

The  individuals  who  will  be  survey  respondents  have  functional  limita- 
tions, yet  they  live  outside  of  institutions.    This  survey  attempts  to 
determine  the  nature  of  these  limitations  and  to  measure  their  extent, 
duration,  behavioral  consequences,  and  their  underlying  cause  —  physical 
condition,  mental  impairment,  or  social  dysfunction,  as  perceived  by  the 
respondent.     It  determines  the  amount,  nature  and  source  of  the  assistance 
(from  other  people  or  from  special  equipment)  that  the  individual  with 
given  functional  limitations  and  underlying  causes  receives,  or  does  not 
receive  but  perceives  as  needed.     It  asks  about  the  costs  of  these  services 
and  who  bears  them.     It  ascertains  membership  in  the  family  group  in  which 
the  respondent  resides.     Finally,  it  requests  information  about  health 
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insurance,  public  and  private,  covering  the  respondent,  and  about  total 
family  income  and  its  sources,  and  the  ability  of  this  income  to  contribute 
to  the  recipient's  assistance  needs. 

When  the  data  are  collected  and  synthesized,  all  of  the  above  factors, 
many  of  which  are  described  in  some  detail,  can  be  correlated  or  controlled 
for  the  analysis  of  the  data.    More  detailed  descriptions  of  the  contents 
of  the  survey  and  its  forthcoming  data  base  are  given  in  the  sections  and 
exhibits  which  follow. 

II.  CONTENTS 

The  survey  has  two  major  components:     a  functional  limitation  screen 
through  which  individuals  having  activity  limitations  are  selected  from  a 
general  aged  population  and  the  main  interview,  in  which  persons  selected 
are  questioned  more  extensively. 

A.        THE  FUNCTIONAL  LIMITATION  SCREEN 

The  functional  limitation  screen  will  be  administered  to  about  50,000 
aged  (65  years  and  over)  Medicare  beneficiaries.    Whenever  possible,  the 
screening  will  be  done  by  telephone;  where  phone  numbers  are  not  available 
or  attempts  at  phone  interviews  are  unsuccessful,  the  screen  will  be 
administered  by  personal  interview.    The  screen  will  consist  of  questions 
in  three  areas: 

•  Personal  Care.   (Often  referred  to  as  activities  of  daily  living). 
This  section  includes  questions  on  bathing,  dressing,  toileting, 
continence,  eating,  and  transferring  in  and  out  of  a  bed  or 
chair.     In  addition,  there  are  questions  on  mobility  (getting 
around  inside  and  outside  the  house) .     Respondents  are  asked 

how  long  these  limitations  have  lasted  so  as  to  screen  out 
limitations  due  to  acute  conditions.     (Limitations  which  have 
lasted  or  are  expected  to  last  three  months  or  more  are 
considered  chronic  and  people  with  such  conditions  will  be 
given  the  full  interview.) 

•  Instrumental  Activities.     This  section  includes  questions  on 
ability  to  do  housework,  laundry,  grocery  shopping,  managing 
money,  taking  medicine,  and  making  telephone  calls  —  activities 
which  are  required  for  independent  living.     If  people  cannot  do 
these  activities,  they  are  asked  the  reason,  and  only  those  who 
report  a  limitation  due  to  health  or  old  age  are  screened  into 
the  sample.     (Limitations  which  have  lasted  or  are  expected  to 
last  three  months  are  considered  chronic  and  qualify  individual 
for  the  full  interview.) 
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The  decision  to  focus  on  limitations  in  everyday  activities  was  made 
because  these  are  the  kinds  of  activities  that  one  must  be  able  to  perform  — 
either  independently  or  with  help  —  to  live  in  the  community.    Persons  who 
cannot  perform  these  functions  without  help  and  who,  for  whatever  reason, 
cannot  get  the  necessary  help,  are  likely  to  be  institutionalized. 

The  sci  een  has  been  designed  to  produce  enough  cases  to  complete 
6,500  full  interviews  with  persons  who  have  functional  limitations. 

B.  THE  MAIN  INTERVIEW 

The  main  interview  consists  of  a  single  face-to-face  interview  with 
each  impaired  individual  or  his  proxy,  selected  as  a  result  of  the  sampling 
methods  described  below.     The  sample  is  intended  to  represent  all  civilian, 
non- institutionalized  individuals,  age  65  or  over,  residing  in  the  United 
States,  who  have  functional  limitations  which  inhibit  their  everyday 
activities. 

C.  SURVEY  TIMETABLE  AND  KEY  POINTS 

The  survey  will  proceed  as  illustrated  in  Exhibit  1  on  the  following 
page.     The  sample  will  be  clustered  geographically  and  stratified  by  age 
and  SSA  disability  histories.     A  screening  of  approximately  45,000  Medicare 
eligibles  in  selected  counties  and  standard  metropolitan  statistical  areas 
will  yield  about  6,500  civilian,  non- institutionalized  respondents  meeting 
age  and  functional  limitation  requirements.     To  determine  more  closely  the 
number  of  screening  contacts  needed,  the  survey  will  be  fielded  in  two 
stages;  the  first  screening  of  15,000  individuals,  and  the  second  screening 
of  an  additional  number  needed  to  provide  a  total  of  6,500  respondents. 
Selection  activities  are  described  in  Exhibit  2.     It  is  estimated  that  over 
90%  of  individuals  selected  to  be  screened  will  complete  the  screening. 
The  balance  will  have  died  or  have  been  institutionalized;  incapable  of 
completing,  with  no  proxy  available;  unlocatable;  or  will  refuse  to 
participate. 

D.  FUNCTIONAL  STATUS 

This  section  of  the  survey  is  concerned  with  the  respondent's  perform- 
ance of  the  activities  of  daily  living,  with  "instrumental  activities 
necessary  for  independent  living  (mobility  outside  of  the  household,  use 
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EXHIBIT  2 
Sample  Selection 


Counties  and  Standard  Metropolitan  Statistical  Areas  of  U.S. 

I 

Bureau  :>f  the  Census  sample  of  the  above  (Primary  Sampling  Units) 

I 

L.T.C.  Survey  subsample  of  above  P.S.U.s  (Probability  of 
selection  of  each  proportionate  to  size  of  its  population 
age  65  and  older) 

I 

Medicare  enrolled  individuals,  civilian,  age  65  and  over, 
residing  in  subsample  P.S.U.s 


i 


Age  stratified  sample 

of  above 

Age             65  -  74 

75  -  79 

80  -  84 

84  and  up 

Total 

Initial  32,630 
Number 

9,524 

5,493 

3,376 

51,023 

Estimated  2,429 
Number 
with  im- 
pairments 

1,299 

1,187 

1,438 

6,365 
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of  telephone,  etc.),  with  the  respondent's  assistance  requirements  in 
performing  these  functions,  and  with  the  underlying  physical  or  mental 
conditions  causing  limitations.     The  section  has  six  parts:  self  care, 
management,  mobility,  physical  functioning,  mental  functioning,  and  social 
functioning.     These  are  described  below. 

1.        Part  1,  Activities  of  Daily  Living  (Self  Care) 

This  component  of  the  instrument  measures  the  individual's  level  of 
functioning  of  activities  necessary  for  personal  care.    These  activities 
are  eating,  getting  in  and  out  of  bed,  bathing,  dressing,  walking,  toileting, 
and  continence.     The  framing  of  specific  questions  has  been  especially 
guided  by  the  following  concerns: 

•  That  the  questions  measure  performance  rather  than  capacity 
and  also  distinguish  among  levels  of  performance:  unimpaired, 
partially  impaired,  and  not  functioning. 

•  That  the  severity  of  the  impairment  be  determined. 

•  That  the  questions  differentiate  among  three  kinds  of  current 
help:     active  personal  assistance,  standby  personal  assistance, 
and  mechanical  assistance. 

•  That  the  level  of  actual  need  be  determined. 

•  That  the  utility  of  assistance  to  the  non-functioning  group 
be  assessed. 

The  information  gathered  on  these  features  of  self  maintenance 
include  the  following: 

a.  Activities: 

•  Eating 

•  Getting  in  and  out  of  bed 

•  Mobility 

•  Dressing 

•  Bathing 

•  Toileting 
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b.        Information  for  each  activity: 

•  Help  received  in  week  prior  to  interview: 

Individual 
Special  equipment 

0         If  received: 

Frequency 

Extent  of  active  assistance 

Standby  help  only 

Length  of  time  help  received 

Less  than  3  months 

3  -  less  than  6  months 

6  -  less  than  1  year 

1  yr  -  less  than  5  years 

5  yrs  or  over 

•  If  not  received,  was  it  needed? 

•  What  health  condition  caused  these  problems? 

2.        Part  2  -  Instrumental  Activities  of  Daily  Living 

This  instrumental  component  measures  the  respondent's  self  management, 
mobility,  physical  functioning,  mental  functioning,  as  described  below: 

a.  The  Management  component  of  the  instrument  measures  an  individual's 
ability  to  manage  his/her  daily  affairs.     Seven  areas  are  included:  light 
work  around  the  house,  strenuous  work  around  the  house,  laundry,  meal 
preparation,  shopping,  money  management,  and  use  of  the  telephone.  Both 
performance  and  capacity  are  asked  about  directly. 

b.  The  Mobility  component  distinguishes  among  these  types  of  mobility 
which  might  limit  independent  normal  living:  movement  within  the  residence, 
and  movement  outside  of  the  residence  and  outside  of  walking  distance. 
Within  the  home,  a  person  may  be  completely  bedbound,  or  able  to  move  around 
from  room  to  room  but  unable  to  leave  the  building.  Mobility  outside  of  the 
building  may  also  range  from  movement  within  the  yard  to  widespread  movement 
in  the  community.     Questions  are  included  to  determine  whether  persons  can 
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move  around  outside  and  their  ability  to  use  transportation,  whether  someone 
needs  help  and  what  sort  of  help  is  needed  for  movement,  and,  for  persons 
who  are  limited  in  their  mobility,  the  reason. 

If  the  respondent  indicates  he  has  received  assistance  with  ADL  or 
LADL  functions,  the  following  information  is  solicited: 

•  Type  of  help 

•  Relationship  of  provider  to  respondent 

•  Frequency  and  duration  of  assistance 

•  Whether  paid  or  unpaid 

•  How  much  paid  by  respondent 

•  Other  payors,  and  amounts 

c.  Two  aspects  of  the  social  component  are  measured:     social  well-being 
and  behavioral  problems.     Social  well-being  is  measured  by  participation 
in  interpersonal  socializing  (i.e.,  social  interaction).     In  terms  of 
behavioral  problems,  the  items  included  are  designed  to  tap  problems  that 
are  particularly  prevalent  among  the  elderly  and  that  have  potentially 
dangerous  consequences,  e.g.,  getting  lost  and  not  being  able  to  find 
one's  way  home. 

d.  The  assessment  of  physical  functioning  provides  a  means  of  relating 
a  person's  inability  to  perform  ordinary  daily  activities  to  his  or  her 
physical  status.     This  component  covers  five  dimensions:     motor  skills, 
sensory  skills,  anatomical  deficiencies,  health  conditions,  and  well-being. 
Motor  skills  are  defined  by  questions  on  range  of  motion.     Sensory  skills 
are  defined  in  terms  of  vision,  hearing,  and  communication.  Anatomical 
deficiencies  refer  to  missing  limbs,  bones,  or  digits.     Health  conditions 
refer  to  diseases  and  pathologies  which  could  result  in  functional 
impairments.    Well-being  is  defined  using  a  self -rated  measure  of  health. 

e.  The  Mental  component  is  viewed  as  an  explanatory  supplement  to  questions 
about  functioning  in  everyday  life.    These  questions  should  provide  evidence 
regarding  the  extent  to  which  functional  limitations  can  be  traced  to  mental 
disorders,  and,  therefore,  the  extent  to  which  the  services  provided  to  the 
mentally  impaired  require  a  mental  health  orientation.     Included  are  measures 
of  positive  well-being,  utilization  of  psychiatric  services,  and  self-assessed 
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need  for  care.     In  addition,  ten  items  testing  memory  and  mental  status 
(based  on  the  Short  Portable  Mental  Status  Questionnaire) ,  provide  a  measure 
of  cognitive  functioning  for  the  elderly. 

3.  Health  Care 

These  parts  of  the  questionnaire  are  concerned  with  the  recency, 
frequency,  an  I  cost  of  the  health  care  received  by  the  survey  respondent, 
including  the  following: 

•  Institutionalization  (if  any) 

•  Hospitalization 

•  Physical,  occupational  and  speech  therapy 

•  Dental  and  chiropodist  care 

•  Medical  doctor  visits 

•  Prescription  drugs 

They  also  contain  questions  about  services  felt  needed  but  not  received 
and  the  reason. 

4.  Housing  and  Neighborhood  Characteristics 

The  questionnaire  also  asks  about  the  respondent's  residence  and 
neighborhood : 

•  Housing  -  satisfaction,  type,  features  needed  due  to 
impairment,  convenience  of  toilet. 

&         Neighborhood  -  satisfaction,  shopping,  crime. 

It  also  probes  the  sample  person's  attitudes  about  nursing  homes. 

5.  Employment  Record 

This  section  probes  the  employment  history  of  the  sample  person  and 
other  family  members,  and  also  determines  the  sample  person's  veterans  status 
Specific  details  of  the  information  sought  under  the  management  and  mobility 
components  are  given  in  Exhibit  3.     The  respondent  is  also  questioned  as  to 
services  received  from  Senior  Citizens  or  Adult  Day  Care,  as  to  whether  or 
not  anyone  "checks  in"  with  him/her  regularly. 
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EXHIBIT  3 

Assistance  With  Instrumental  Activities 


ACTIVITY 

PERFORMANCE  FACTORS 

Respondent  Assistance 
Performance  Required 

Does  respondent  do? 
Could  respondent  do? 
Alone  or  with  someone? 
If  not  done,  why  not? 

Does  respondent  receive  help? 

If  so,  from  whom? 

If  not,  is  it  needed? 

Special  Equipment  Used 
Duration  of  Problem 
Underlying  Health  Condition 

1.  HOUSEHOLD  CHORES 

Heavy  housework 
Light  housework 

V*/WL1    IdULlUI  y 

Own  meal  preparation 
Own  grocery  shopping 

2.  MOBILITY 

Near  home 
Away  from  home 

3.  MONEY  MANAGEMENT 

4.  USE  OF  TELEPHONE 

XX             X               XXX  XX 
XX             X               XXX  XX 
XX             X               XXX  XX 
XX             X               XXX  XX 
XX             X               XXX  XX 
XX             X               XXX  XX 

X             XX               X  XXX 
X             X      X               X  XX 

XXX  XX 

XXX  XXX 

5.     TAKING  MEDICINE 

X  XXX 

6-10 


6.  Health  Insurance 


This  questionnaire  segment  ascertains  the  sample  person's  coverage, 
if  any,  by  Medicare,  Medicaid,  other  public  health  insurance  and  private 
health  insurance. 

7 .  Income  and  Assets 

This  qu<  stionnaire  section  obtains  data  concerning  the  income,  assets 
and  certain  expenses  of  the  sample  person  and  the  family;  in  the  month  prior 
to  the  interview  —  source,  who  received,  amount  —  in  several  categories. 

•  Social  Security,  VA  pensions,  retirement  benefits,  unemploy- 
ment insurance,  Workers  Compensation,  Supplementary  Security 
Income,  Aid  to  Families  with  Dependent  Children,  other 
Welfare,  Food  Stamps 

•  Earnings,  interest,  dividends,  net  rental  income,  regular 
contributions,  any  other 

•  Annual  family  income,  past  year  (except  welfare) 
«        Vehicles  owned 

•  Rent  paid  (if  any) 

•  Current  market  value  of  home 
III.       STRENGTHS  AND  LIMITATIONS 

A.  STRENGTHS 

Despite  some  limits  due  to  the  restriction  of  the  scope  of  the  study 
to  the  non-institutionalized,  65  years  and  older,  Medicare  eligible  popula- 
tion, this  survey  has  great  potential  in  adding  to  the  certainty  of  decision- 
making in  a  very  important  area. 

A  number  of  descriptive  and  multivariate  analyses  can  be  done  with 
these  data  that  cannot  be  done  with  other  available  information.  Particularly 
important  are  the  data  on  the  physical  and  mental  limitations  suffered  by 
individuals  and  their  impact  on  the  individual's  ability  to  perform  the 
functions  of  daily  living,  assessments  of  the  nature  and  amount  of  assistance 
required  for  each  type  and  degree  of  impairment,  extensions  to  the  general 
non-institutionalized  aged  population  of  the  United  States,  so  overall 
assistance  requirements  may  be  estimated,  sources  of  help  now  utilized  and 
their  costs,  and  the  ability  of  individuals  and  families  to  assist  in  giving 
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or  financing  required  assistance.    The  information  should  allow  construction 
of  mathematical  models  which  will  readily  supply  responses  to  a  number  of 
Title  XIX,  Title  XX  and  other  social  program  "what  if"  questions. 

B.  LIMITATIONS 

Limitations  include  the  following: 

•  The  sample  was  drawn  from  a  Medicare  eligible  population.  Thus, 
the  degree  of  bias  introduced  into  inferences  about  the  universe 
of  persons  65  and  older  is  unknown. 

•  The  lack  of  comparable  information  about  the  institutionalized 
population  will  limit  comparative  analysis. 

•  The  survey  is  cross-sectional,  thus  making  longitudinal 
analysis  impossible. 

•  There  is  total  reliance  on  the  survey  respondent's  memory 
of  events.     Cost  information,  particularly  that  paid  by 
insurance  or  by  social  programs,  become  particularly  suspect 
and  will  probably  be  significantly  biased  downward.  Medical 
information  concerning  underlying  physical  and  mental 
conditions  may  also  be  unreliable. 

IV.  AVAILABILITY 

First  tapes  will  be  available  in  April  of  1983.    Publication  plans 
for  analyses  are  not  yet  determined,  but  both  HCFA  and  ASPE  will  publish 
reports. 
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EXHIBIT  4 


O.M.8.  No.  0990-0077:  Approval  Expires  D.c.mber  31.  1987. 


■  LTC-2 


I.S.  DEPARTMENT  OP  COMMERCE 


SCREEIMER 

LONG-TERM  CARE  SURVEY 


NOTICE  -  The  rwfease  of  information  contained  on  thu  form  n 
restricted  in  conformance  with  the  Privacy  Act  of  1974  (Public 
Lew  93-579. 


la.  Control  number 

PSU  !  Serin 


lb.  RGC  number 


2.    Name  of  sample  person 


I  I  I  I  I  1  I  I  I  I  I  I  1 


Mtddle/maiden  name 


I  I  I  I  I  I  I  I  nrn- 


3.   Address  of  sample  person 


4o.  Date  of  birth 

Month   |  |  Per 


nmn 


4b.  Age 


4c.  Sex 

i  □  Male 
i  Q  Female 


5.   Date  of  interview 
Day" 


6.  Letter  sent 
Circle  one 
Y  M 


9.    Is  telephone  number  predetermined! 
,  r— |  Yes  I  Are*  code       J  Number 


7.  Interviewer  identification 
Code  ! 


8.  Regional  Office  code 


rrn. 


i  Q  No  -  Schedule  personal 


INTRODUCTION  -  Hello,  I  om  from  the  United  Sfotes 

We  ore  conducting  o  survey  of  health  conditions  and  physical 


Bureau  of  the  Census.  (Here  is  my  identification  card.) 
activities  of  persons  who  live  in  the  United  States. 


11a.  Does  .  .  .  live  there  (here)? 

1  O  Yes  -  May  I  speak  with  .  .  .? 

2  □  No  -  Skip  to  1 6o 


IS.    What  is  .  .  ."«  exact  address? 

1  □  Same  as  label  (or  item  3) 

2  □  Different  -  Correct  lobe/  (or  item  3) 


If  not  talking  to  person  who  onswered  the 
telephone  or  door,  repeot  introduction, 
lib.  Did  .  .  .  receive  our  letter? 

□  No  -  Reod  or  provide  LTC-9-L/ 


CHECK 
ITEM  C 


Is  this  Screen  being  conducted  by 
telephone  or  by  personal  visit? 

1  □  Telephone  —  Skip  to  Introduction,  poge  2 

2  □  Personal  visit  -  Skip  to  17 


CHECK 
ITEM  A 


Type  of  interview 
t  □  Self -Skip  to  !3o 
2  □  Proxy  -  Give  name 


16a.  What  is  .  .  .'s  current  address! 


Reason  for  proxy 
t  □  Sample  person  is  mentally  or 

physically  incapable 
2  □  Sample  person  has  hearing/speech 

problem 

t  □  Sample  person  cannot  speak. English 
4  □  Sample  person  is  temporarily  absent 


Number  and  street 


I  ZIP  code 


b.  Is  this  the  address  of  o  nursing,  convalescent,  or 
rest  home;  home  for  the  aged  or  needy; 
correctional  facility;  or  mental  institution? 

1  □  Yes  -  Stop  Screen,  mark  code  9  or  10  in  26.  poge  4 

2  ONo 


17.    What  is  •  .  .'s  telephone  number  (at  his/he 


address)? 


12a.  Whot  is  your  relationship  to  .  .  .? 

 .m< 


b.  Do  you  reside 
1  □  Yes 


i  □  No  telephone 

*O0K 

»  □  Ref 


If  a  mover, 
contact 
supervisor. 
Otherwise,  go 
to  introduction, 
poge  2 


13a.  What  is  . .  .'s  age? 


18.    Record  of  telephone  calls  - 

TIME  OP  CALL 


□  DK/Ref  -  Ask  (3b 


Skip  to  14 


b.  Is  ...  65  years  eld  or  alder? 
ID  Yes 

2  a  no 


14,   What  is  ..  .'s  race?  Of  personal  visit  show  Flosheard  D) 

1  □  White 

2  □  Black 

a  □  Asian  or  Pacific  Islander 
4  Q  American  Indian,  Eskimo,  or  Aleut 

s  □  Other  -  Specify  


CHECK 
ITEM  B 


Is  this  the  correct  person  (name,  sex,  age)? 

1  □  Yes 

2  Q  No  -  STOP  SCREEN,  exploin  in  remorks 
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ACTIVITIES  OF  DAILY  LIVING  (AOL) 

INTRODUCTION 

First,  I'd  like  to  ask  about  your  ability  to  do  everyday  activities  without  help.   By  help,  1  mean  either  the  help 
of  another  person,  including  people  who  live  with  you,  or  the  help  of  special  equipment. 

INTERVIEWER  INSTRUCTION  -  If  the  person  cannot  or  does  not  do  an  activity  listed  below, 
mark  the  "Yes"  box  for  that  activity. 

19.   Do  you  have  any  problem  — 

a.  Eating  without  the  help  of  another 
person  or  special  equipment? 

t      Yes               2  Q  No 

b.  Getting  in 

or  out  of  bed  without  help? 

i  □  Yes               2  □  No 

c.  Getting  in 

or  out  of  chairs  without  help? 

t  □  Yes               2  □  No 

d.  Walking  around  inside  without  help? 

i  □  Yes               2  □  No 

e.  Going  outside  without  the  help  of  another  person 
or  special  equipment? 

i  □  Yes               2  □  No 

f.  Dressing  without  help? 

i  □  Yes               2  □  No 

g.  Bathing  w 

thout  help? 

t  □  Yes               2  □  No 

h.  Getting  to  the  bathroom  or  using  the  toilet? 

«  □  Yes               2  □  No 

i.  Do  you  have  any  accidents  or  any  problem  controlling 
bowel  movements  or  urination? 

i  □  Yes               2  □  No 

CHECK 
ITEM  D 

Is  "Yes"  marked  in  any  part  of  19? 

1  OYes 

2  □  No  -SKIP  to  21,  page  3 

20a.  You  said  that  you  have  o  problem  (read  ADL'S 

marked  "Yes"  in  19).  Hove  you  hod  (this  problem/ 
any  of  these  problems)  for  3  months  or  longer? 

t  □  Yes  -  SKIP     2  □  No 
to  21. 
page  3 

b.  Do  you  expect  that  (this  problem/any  of  these 
problems)  will  last  for  the  next  3  months  or 
longer? 

i  □  Yes  -  SKfP  '  2  □  No 
to  21, 
poge3 

e.  Altogether,  from  beginning  to  end,  will  (this 
problem/ony  of  these  problems)  have  losted 
3  months  or  longer? 

'  □  Yes               2  □  No 

Remarks ' 

» 

ro*M  Ltc-i  imi-iii 
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INSTRUMENTAL  ACTIVITIES  OF  DAILY  LIVING  (IADL) 

INTERVIEWER  INSTRUCTION  - 

If  a  person  does  noc  but  is  able  to  do  an  activity  listed 
below,  mark  "Yes"  for  the  activity. 

II  "No"  is  marked  in  any  part  of  21. 
osk  22.  otherwise.  SKIP  to  Check  Item  E 

22.    Does  a  disability  or  health  problem  keep  you 
from  (read  lADL's  marked  "No"  in  21)? 
!□  Yes           2  □  No  -  SKIP  to  Check  Item  E 

21.   Are  you  oble  to  — 

Ask  if  more  thon  one  IADL  marked  "No"  in  21. 
Otherwise  mark  without  osking. 

23.    Which  of  these  activities  are  you  unable  to  do  because 
of  a  disability  or  health  problem?  (Read  lAOL'S 
marked  "No"  in  21)  Mark  (X)  all  that  apply 

0.  pre;  ore  me 

als  without  help?             i  □  Yes  2  □  No 

i  □  Prepare  meals 

b.  do  foundry 

without  help?                          Yes  2  □No 

2  j    I  Do  laundry 

C.  do  light  housework  such  as 

washing  dishes?                               iQYtS  iQNo 

j  □  Do  light  housework 

d.  shop  for  groceries  without  help?        1  □  Yes  2  □  No 

«  □  Shop  for  groceries 

•.  monage  money,  such  as  keeping 

track  of  bills  and  handling  cosh?       i  □  Yes  ;QNo 

s  □  Manage  money 

f.  toke  medicine  without  help?             t  □  Yes  2  □  No 

*  □  Take  medicine 

g.  make  telephone  calls  without  help?    i  □  Yes  2  Q  No 

GO  TO  ITEM  22 

7  |~"]  Make  telephone  calls 

24a.  Hove  you  had  a  problem  doing  (read  lADL's  marked 
in  23)  for  3  months  or  longer? 

i  n  Yes  -  SKIP  to                   2  n  No 
Check 
llem£ 

b.  Do  yog  expect  thot  your  problem  doing  (this/any 
of  these  things)  will  last  for  the  next  3  months  or 
longer? 

Yes -SKIP  to  JDNo 
Check 
Item  £ 

c.  Altogether,  from  beginning  to  end,  will  (this 
problem/any  of  these  problems)  have  lasted 
3  months  or  longer? 

i  □  Yes                                 2  □  No 

CHECK 
ITEM  E 

Is  "Yes"  marked  in  any  of  the 
following  items? 

20a  24a 

20b  24b 

20c  24c 

1  □  Yes 

2  □  No  -  End  contoct  with  household,  enter 

finish  time  in  10,  page  1 

CHECK  * 
ITEM  F 

Is  this  screen  being  conducted  by 
telephone  or  by  personal  visit? 

□  Telephone 

|   |  Personal  visit  -  Go  to  Control  cord,  item  6b 

25.   We  would  like  to  visit  you  to  ask  further  questions 
about  your  health  and  physicol  activities.  When 
would  be  the  best  time  to  visit? 

a.m.     v  emer  finisn  t(me 
1  1  in  10,  page  1 

Remarks 
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26.  NONINTERVIEW  REASON 


Telephone  screening 


Personal  visit  screening 


Field  type  A 

1  □  No  telephone  number 

2  □  No  answer  after  repeated  calls 

i  □  Sample  person  temporarily  absent/proxy  unavailable 
«  □  Refused 

s  □  Sample  person  unable  to  respond/proxy  unavailable 
6  Q  Other  -  Specify  . 


Field  type  C 

t  □  Deceased  before  April  I,  1982 
t  □  Deceased  on  or  after  April  1 .  1982 
>  □  Institutionalized  before  April  I,  1982 
to  □  Institutionalized  on  or  after  April  I.  1982 
n  Q  Moved  outside  country  before  April  1 .  1982 
12  □  Moved  outside  country  on  or  after  April  1 .  1982 
tj  Q  Moved  within  country,  beyond  limit 
M  □  Other  -  Specify 


Field  type  A 

1  □  Unable  to  locate/moved  address  unknown 

2  No  one  home 

3  Sample  person  temporarily  absent/proxy  unavailable 
«  □  Refused 

s  Q  Sample  person  unable  to  respond/proxy  unavailable 
6  □  Other  -  Specify j 


Field  type  C 

?  □  Deceased  before  April  I,  1982 
■  □  Deceased  on  or  after  April  I.  1982 
»  □  Institutionalized  before  April  I,  1982 
i  o  □  Institutionalized  on  or  after  April  1 ,  1982 

1 1  □  Moved  outside  country  before  April  I,  1982 

12  □  Moved  outside  country  on  or  after  April  I,  1 982 

13  □  Moved  within  country,  beyond  limit 

14  □  Eliminated  in  subsampling 
is  □Other  -  Specify  , 


27.  Record  of  personal  visits 

TIME  OF  VISIT 


28.  Supervisory  use 


'OHM  UTC-1  '1.J1.U 
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CHAPTER  7 


MEDICAID  PROGRAM  CHARACTERISTICS  DATA  SYSTEM 

The  Med.'caid  Program  Characteristics  Data  System  was  developed  for 
the  purpose  o_  creating  a  central  automated  source  of  State  Medicaid  program 
characteristics  data  that  is:     1)  systematically  collected  and  verified, 
2)  comprehensive  across  all  State  Medicaid  programs,  3)  sufficiently  detailed 
and  reliable  for  research  and  policy  analysis,  and  4)  in  a  form  readily 
accessible  to  a  large  number  of  users. 

This  project  is  being  carried  out  by  LaJolla  Management  Corporation 
under  the  direction  of  the  Office  of  Research  and  Demonstrations  (ORD)  of 
the  Health  Care  Financing  Administration. 

I.        OVERVIEW  OF  THE  DATA  SYSTEM 

After  extensive  interviews  with  program  officials  and  review  of  the 
literature,  the  most  current  state  programmatic  data  were  collected  for 
all  States  from  the  following  sources: 

•  Medicaid  Task  Force 

•  State  Plans 

®         National  Governors'  Association's  State  Medicaid 
Program  Information  Center 

•  Intergovernment  Health  Policy  Project  Clearinghouse 

•  Bureau  of  the  Census,  and 

9         Area  Resource  File,  Public  Health  Service 

These  data  were  then  formatted  into  a  set  of  detailed  and  summary 
tables  and  sent  to  each  state  for  verification  and  correction  in  order  to 
reflect  program  characteristics  as  of  February,  1982.     Upon  receipt  of  the 
verified  and  corrected  tables,   these  data  were  entered  onto  tape  for 
computer  editing  and  processing.     As  an  integral  part  of  this  methodology, 
five  states  —  New  York,  New  Jersey,  Michigan,  California  and  Virginia  — 
were  selected  to  help  provide  detailed  insight  and  input  into  the  coding 
and  categorization  system  to  be  used  for  future  rounds  of  data  collection. 
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II.       CONTENTS  OF  THE  DATA  SET 

The  data  set  reflects  State  verified  program  characteristics  as  of 
February  24,  1982  and  is  currently  being  readied  for  data  processing  through 
an  SAS  format.    The  file  is  organized  as  a  five-tiered  system  comprising 
six  major  substantive  areas,  with  sub-categories,  elements,  sub-elements 
and  items  for  each  category.     The  basic  substantive  areas  are  the  following: 

A.  ELIGIBILITY  CHARACTERISTICS 

Detailed  eligibility  characteristics  are  organized  into  AFDC,  SSI, 
and  Medically  Needy.    Each  of  these  eligibility  groups  are  further  parti- 
tioned by  mandatory  and  optional  Medicaid  coverage. 

B.  BENEFITS  AND  LIMITATIONS 

Detailed  State  benefits  and  limitations  are  organized  by  mandatory 
and  optional  service  and  provider  types.     For  both  mandatory  and  optional 
services,  limitations  and  further  partitioned  by  AFDC,  SSI,  Medically  Needy, 
and  State  Program  Only  eligibility  groupings. 

C.  PROVIDER  REIMBURSEMENT 

This  section  includes  State  data  on: 

•  Basis  of  reimbursement  and  claims  processing  method 

•  The  average  number  of  days  and  reimbursement  rate  for 
inpatient,  SNF,  ICF,  ICF-MR,  and  physician  services 

•  Limitations  on  reimbursements  and  definitional  changes 
such  as  changes  in  pharmacy  dispensing  fees,  limits  of 
payments  for  services  to  the  rate  of  the  least  expensive 
setting,  etc. 

•  Accounting  principles  affecting  reimbursement,  i.e., 
retroactive  and  prospective  methods. 

D.  ADMINISTRATION  AND  FINANCE 

The  Administration  sub-category  captures  such  items  as  administrative 
cost  per  enrollee,  status  of  MMIS,  claims  processing  and  utilization  review 
activities,  etc. 

The  Financing  sub-category  presents  items  on  Federal  Financial 
Participation,  total  expenditures  by  source,  and  pre-payment  contracts. 
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It  also  contains  important  measures  of  state  effort,  such  as:  Medicaid 
expenditures  expressed  as  a  percentage  of  total  state  health  expenditures, 
of  total  state  budget,  per  capita  Medicaid  expenditures,  and  Medicaid 
expenditures  per  resident  with  income  below  the  poverty  level. 

E.  SELECTED  RECIPIENT,  UTILIZATION,  EXPENDITURES  STATISTICS 
Sub-categories  in  this  category  include: 

•  Recipient  characteristics 

•  Utilization  statistics,  by  basis  of  eligibility  and  type  of 
service 

•  Recipients  by  age  group  and  type  of  service 

•  Recipients  by  sex  and  type  of  service 

•  Recipients  by  race/ethnicity  and  type  of  service 

•  Inpatient  hospital  discharges  by  basis  of  eligibility 
and  days  of  care 

•  The  same  for  mental  health  facility 

•  SNF  and  ICF  services 

•  Physician  visits,  etc.  by  basis  of  eligibility 
Also  included  are  selected  expenditure  statistics: 

•  Medical  vendor  payments  by  type  of  service,  medical  assistance 
status  and  basis  of  eligibility 

•  Medical  vendor  payments  and  type  of  medical  service,  by  age. 

F.  DEMOGRAPHIC,  ECONOMICAL,  MEDICAL  SECTOR  CHARACTERISTICS 

This  category  comprises  data  concerning  a  number  of  the  environmental 
factors  affecting  the  outcomes  of  a  Medicaid  program.     Data  sources  are 
the  U.S.  Statistical  Abstract,  other  Census  documents,  Public  Health 
Service  Area  Resource  File,  and  HCFA  provider  participation  reports. 

III.     STRENGTHS  AND  LIMITATIONS 

A.  STRENGTHS 

The  strengths  of  the  data  system  include  the  following: 

•  The  program  characteristics  file  is  a  comprehensive,  detailed 
inventory  of  the  contents  of  State  Plans,   in  computer  readable, 
easily  retrievable  format.     For  description  and  analysis  alike, 
it  can  offer  statisticians  and  researchers  complete  data  never 
before  available  without  much  effort,  such  as  that  required  to 
retrieve  and  code  information  from  the  State  Plans  or  from 
Commerce  Clearinghouse  documents. 
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•  Linkage  between  State  programmatic  data  and  existing  HCFA  2082 
and  120  State  data  will  permit  analysis  of  the  consequences  of 
differences  in  program  structure. 

•  The  selected  demographic,  economic,  health  system,  tax  and  budget 
information  for  each  State  are  essential  for  analysis. 

•  A  comprehensive  inventory  of  all  Medicaid  data  elements,  ranked 
for  utility,  assessed  for  validity  and  accuracy,  and  listed 
with  sources  is  a  by-product  of  this  study. 

B.  LIMITATIONS 

The  limitations  of  the  data  system  include  the  following: 

•  Because  much  of  the  data  system  is  based  on  information  abstracted 
from  State  pre-prints,  the  data  do  not  reflect  actual  State 
operating  procedures  but  rather  Federal  categories  of  State 
programs . 

•  Because  of  the  wide  variety  of  State  practices,  some  important 
details  can  be  lost  in  analysis  if  sufficient  attention  is  not 
given  to  the  wealth  of  footnotes  and  caveats  included  in  the 
hard  copy  data  but  not  in  the  automated  version  of  the  data  set. 

•  Because  the  data  set,  at  present,  represents  a  cross-sectional 
snapshot  of  State  characteristics  as  of  February  1982,  the 
specific  effects  of  program  change  in  a  given  state  on 
utilization  and  expenditures  cannot  be  assessed. 

IV.  AVAILABILITY 

The  Medicaid  Program  Characteristics  Data  system  currently  can  provide 
data  tapes  reflecting  State  verified  data  as  of  February  24,  1982.  For 
further  information,  contact  the  Division  of  Beneficiary  Studies,  Office 
of  Research  and  Demonstrations,  HCFA/DHHS. 
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CHAPTER  8 


A  CATALOGUE  OF  STATE  MEDICAID  PROGRAM  CHANGES 

This  report  reviews  the  purpose,  contents,  strengths,  limitations,  and 
current  availaMlity  of  the  Catalogue  of  State  Medicaid  Program  Changes 
compiled  by  th  i  National  Governors'  Association. 

The  Catalogue  is  the  first  publication  of  the  National  Governors' 
Association's  State  Medicaid  Program  Information  Center,   (SMPIC)  and  was 
prepared  by  NGA  staff  and  published  under  a  Health  Care  Financing  Administra- 
tion grant.     The  Catalogue  is  a  systematic  and  current  listing  of  state  cost 
containment  practices  and  program  changes.     It  covers  the  period  July  1978 
to  July  1981.     It  was  prepared  in  response  to  the  needs  of  the  State  Medicaid 
Directors,  who  generally  view  other  states  as  their  primary,  preferred,  and 
best  source  of  cost  containment  suggestions,  practices,  and  experiences. 

I.  OVERVIEW  OF  CATALOGUE 

The  Catalogue's  overall  concept  is  to  present  information  as  to  what 
program  and  administrative  changes  States  have  made  or  contemplated  in  order 
to  contain  costs.     The  information  about  what  specific  States  have  done  and 
are  currently  doing  in  a  given  cost  containment  area,  although  necessarily 
brief,  is  sufficiently  specific  to  allow  interested  users  to  construct  State 
profiles  of  cost  containment  activity.     Updates  of  State  activities  are 
published  every  four  months.     It  is  intended  that  Catalogue  users  contact 
States  directly  for  more  details  of  a  specific  cost  containment  activity. 

II.  CONTENTS  OF  CATALOGUE 

The  Catalogue  has  a  unique  structure,  which  facilitates  its  use. 
The  introductory  material  includes  an  important  section  on  How  to  Use 
This  Document,  which  is  an  effective  guide  to  its  contents.     This  section 
of  the  Catalogue  explains  the  listing  and  coding  system  used  in  the  Catalogue 
very  clearly.     These  two  pages  of  explanation  are  reproduced  at  the  end  of 
this  chapter.     The  introduction  also  contains,   in  tabular  form,  a  synopsis 
of  Selected  State  Medicaid  Program  Characteristics.     This  synopsis  consists 
of  three  tables  of  cost  containment  methods,  showing  what  each  State  is  doing 
to  contain  costs  (current  to  July  19,  1981).     The  three  topics  are: 
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•  Administrative  Methods,  including  eligibility  error  reduction 
techniques  (11  listed)  and  funds  recovery  from  four  third- 
party  sources. 

•  Utilization  Controls  (10  categories). 

•  Cost  sharing  by  recipients  (by  type  of  service  and  amount) . 

Following  the  introductory  material  are  six  substantive  chapters  as 

outlined  below: 


OUTLINE  OF  CATALOGUE 
OF  STATE  MEDICAID  PROGRAM  CHANGES 


I.  Benefit  Packages  IV. 

A.  General 

B.  Specific 

II.  Utilization  Controls 

A.  General 

B.  Specific  Services  V. 

III.  Reimbursement 

A.  General 

B.  Specific  Services 

IV.  Administration  and  Management 

A.  Reducing  Eligibility 

Errors  VI, 

B.  Maximizing  Payments 
from  Other  Sources 


Administration  and  Management  (cont'd) 

C.  Fraud  and  Abuse 

D.  Claims  Processing 

E.  Purchase  of  Service 

F.  Other 

Eligibility 

A.  Coverage  of  Optional  Groups 

B.  Income  Levels 

C.  Resource  Standards/Rules 

D.  Definitions 

E.  Other 

Alternative  Methods  of  Service 
Delivery/Program  Management 

A.  Capitation 

B.  Long  Term  Care  Delivery 

C.  Other 
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III.     STRENGTHS  AND  LIMITATIONS  OF  CATALOGUE 


A.  STRENGTHS 


The  Catalogue  has  a  number  of  strengths,  related  primarily  to  its 
principal  intended  use  as  a  first  source  for  State  Medicaid  Directors  and 
their  staffs  for  information  pertaining  to  cost  containment  thought  and 
efforts  in  other  states.     Further,  as  a  source  of  research  and  evaluation 
data,  the  SMPIC  and  Catalogue  has  the  following  advantages: 

•  The  data  base  now  covers  program  changes  that  occurred  from 
July  1978  to  July  1981,  and  it  will  be  updated  quarterly. 
Thus,  it  is  and  will  remain  relatively  current. 

•  It  may  serve  as  a  first  source  of  researchers/evaluators  to 
use  in  connection  with  other  data  sources  to  discover  gross 
relationships  for  further  analysis  and  verification,  using 
more  detailed  program  characteristic  data.     For  example, 

is  there  a  statistically  significant  difference  in  the 
utilization  rates  for  a  given  service  between  states  which 
exercised  some  controls  over  that  service  and  those  which 
do  not?    Do  some  types  of  control  appear  to  correlate  more 
positively  with  lower  utilization  rates  or  cost  per  eligible 
than  others  for  a  given  service? 


©  It  may  function  as  an  early  warning  device  for  researchers/ 

evaluators,  signaling  that  a  programmatic  change  is  about  to 
take  place  which  will  warrant  study,  or  will  confound  the 
results  of  an  ongoing,  longitudinal  study,  or  of  programmatic 
differences  that  will  need  to  be  fully  explored  and  controlled 
for  in  a  planned  analysis,  or  as  a  partial  checklist  of 
independent  programmatic  variables  needing  definition  and 
quantification  in  a  production  model. 


B.  LIMITATIONS 


Primary  limitations  to  the  Catalogue  include  the  following: 

m         Data  are  not  in  a  form  that  allows  ease  of  statistical 
calculation,  and  the  information  is  not  sufficiently 
detailed  to  allow  the  calculation  of  mathematical  relation- 
ships between  the  noted  programmatic  changes  and  their 
programmatic  results,  nor  to  estimate  anticipated  program 
outcomes  of  those  changes. 

•         The  descriptive  information  of  current  Title  XIX  programs' 
cost  control  features  is  limited  to  noting  the  presence 
or  absence,  State  by  State,  of  selected  types  of  cost 
containment  mechanisms,  such  as  prior  authorization,  cost 
sharing  and  third  party  recoveries. 
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•  Although  the  sources  of  the  data  vary,  the  most  usual  source 
is  the  individual  State.    The  degree  to  which  states'  informa- 
tion provided  to  the  National  Governors'  Association  is 
accurate  may  vary  between  States  and  by  the  knowledge  possessed 
by  the  individual  informant.    Similarly,  the  accuracy  of  the 
translation  between  what  States  present  and  what  enters  the 
data  base  may  vary  with  the  skills  of  both  the  communicator 
and  the  translator. 

•  It  is  not  clear  whether  adequate  controls  exist  to  assure 
that  all  cost  containment  initiatives  are  reported  by  States 
and  included  in  the  data  base,  both  for  currently  contemplated 
efforts  and  prior  efforts. 

•  States  are  listed  alphabetically,  with  no  reference  to  popula- 
tion size,  or  Title  XIX  program  size  (costs,  number  of  eligibles, 
etc.)  or  other  characteristics,  requiring  even  casual  users  to 
rely  on  memory  or  on  other  sources  to  make  some  judgment  (or 
quick  mental  calculation)  as  to  the  importance  of  listings, 
nationally. 

IV.  AVAILABILITY 

All  State  users  currently  receive  the  Catalogue  and  updates  every  four 
months.     Due  to  the  demand  for  the  Catalogue,  it  must  be  purchased  by  non- 
State  users  directly  from  the  National  Governors'  Association.    For  more 
information,  contact  Larry  Bartlett  at  the  National  Governors'  Association, 
Suite  250,  Hall  of  States,  444  North  Capitol  Street,  N.  W. ,  Washington,  D.C. 
20001. 
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HOW  TO  USE  THIS  DOCUMENT 


.«  Data  on  individual  state  Medicaid  program  changes  made  since  3uly  1978  have  been, 
abstracted  by  SMPIC  staff  and  included  under  one  or  more  of  the  six  major  sections  of 
this  Catalogue,  which  are  as  follows: 

7  Benefit  Packages 

r. .  Utilization  Controls 

II! .  Reimbursement 

I\ .  Administration  and  Management 

V.  Eligibility . 

VI.  Alternative.  Methods  of  Service  Delivery/Program  Management 

Within  Sections  I,  II,  and  III  are  listed  changes  made  in  the  amount,  duration,  and 
scope  of  services,  utilization  controls,  and  reimbursement  practices,  respectively. 
Changes  of  a  broad  nature  affecting  a  number  of  different  services  are  listed  under  a 
"General"  heading  in  these  sections;  changes  affecting  a  particular  service  are  listed 
under  a  "Specific  Services"  heading  by  individual  service.  Sections  IV,  V,  and  VI  also  are 
divided  into  a  number  of  subsections.  A  complete  outline  of  the  sections  containing 
program  abstracts,  as  well  as  a  list  of  all  services  which  are  identified  in  Sections  1 
through  III,  is  presented  at  the  end  of  the  How  To  Use  This  Document  section. 

In  order  to  explain  the  general  format  for  all  Catalogue  entries,  a  sample  of  an 
abstract  of  a  state  program  change  is  presented  as  follows: 

r-       STATE  ID 

p      STATUS  CODE 

r-       DATE  PROPOSED  OR  IMPLEMENTED 
r       DESCRIPTION  OF  CHANGE 

The  program  will  reimburse -only  for  tests  specifically  ordered 
by  a  physician  rather  than  the  current  practice  of  reimbursing 
for  a  standard  battery  of  tests  provided  to  all  patients  on 
admission. 

The  STATE  ID  is  a  two-character  code  which  identifies  the  state  in  which  the 
'program  changes  was  implemented  or  proposed.  A  listing  of  these  codes  is 
presented  at  the  end  of  this  section. 

The  STATUS  CODE  indicates  the  latest  reported  status  of  a  particular 
program  change.  The  Codes  are: 

*A  Change  adopted  or  implemented  by  state 
*C  Program  change  being  considered  by. state 
*D  Change  in  effect  on  a  demonstration  basis 
*P   Program  change  formally  proposed  by  a  state 
agency,  pending  a  final  decision 


©0 


8-5 


HOW  TO  USE  THIS  DOCUMENT 
(continued) 


i  he  DATE  CODE  indicates  the  year  and,  when  possible,  the  month  in  which  a 
particular  change  first  was  proposed  or  implemented. 

The  IMPACT  CODE  indicates  whether  the  change  resulted  or  is  expected  to 
result  in  an  increase  (■■•)  or  decrease  (-)  in  program  expenditures. 

The  DESCRIPTION  is  a  brief  statement  of  the  program  change.  Additional 
information,  such  as  the  estimated  dollar  impact,  is  included  when  available. 

Within  each  subsection,  abstracts  are  listed  alphabetically  by  state,  and  where  there 
is  more  than  one  abstract  for  a  given  state,  the  listings  are  arranged  in  chronological 
order  beginning  with  the  most  recent  change. 

An  attempt  has  been  made  to  include  the  name  and  telephone  number  of  a  person 
within  the  state  Medicaid  agency  who  can  be  contacted  for  further  technical  information 
on  individual  program  changes  made  by  that  state.  In  those  subsections  where  there  are 
multiple  entries  for  one  state  and  one  contact  person  is  listed  after  the  state's  first  entry, 
that  individual  usually  can  be  contacted  for  further  information  on  any  of  the  state's 
items  listed  in  that  subsection. 

In  addition  to  the  six  major  portions  which  contain  abstracts  of  state  program 
changes,  the  following  sections  have  been  included  in  the  Catalogue: 

o  Selected  State  Medicaid  Program  Characteristics,  which  contains  tables 
summarizing  certain  current  aspects  of  all  state  Medicaid  programs, 
regardless  of  the  date  these'  policies  and  procedures  first  were 
implemented; 

o  State  Profile,  which  includes  a  profile  of  all  program  changes  on  record 
with  SMPIC  for  your  individual  state;  the  outline  followed  for  this  profile 
is  identical  to  the  general  outline  used  for  the  major  sections  of  the 
Catalogue;  and 

o  State  Medicaid  Directors,  which*  is  art  up-to-date  list  for  your  use  in 
facilitating  inter-state  communication  on  cost  containment  activities. 

The  Catalogue  has  been  structured  so  that  it  may  be  easily  revised,  and  the  National 
Governors'  Association's  SMPIC  will  be  providing  states,  on  a  regular  basis,  with 
up-to-date  information  on  new •  state  initiatives.  Individual  states  are  asked  to  assist  in 
the  process  by  providing  SMPIC  with  periodic  updates  on  developments  in  their  own 
programs.  Changes  should  be  indicated  by  annotating  the  copy  of  your  State  Profile  or  the 
State  Program  Characteristics  tables  included  in  the  Catalogue  and  returning  it  to  SMPIC. 
Copies  of  state  statutes  or  regulations,  administrative  actions,  or  waiver  requests  dealing 
with  substantial  program  changes  also  should  be  submitted  to  SMPIC.  These  changes  will 
be  included  in  the  updates  that  will  be  sent  out  periodically,  and  a  revised  State  Profile  or 
Characterstics  table  will  be  returned  to  your  state. 

Should  you  have  any  questions  regarding  the  updating  process  or  data  presented  in 
this  Catalogue,  please  do  not  hesitate  to  call  SMPIC  staff  at  202/624-5354. 
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CHAPTER  9 


RECENT  OR  PROPOSED  CHANGES  IN  STATE  MEDICAID  PROGRAMS:     A  FIFTY  STATE  SURVEY 

This  report  reviews  the  purpose,  contents,  strengths,  limitations 
and  current  a\  lilability  of  a  series  of  surveys  of  Recent  and  Proposed 
Changes  in  State  Medicaid  Programs  prepared  by  the  Intergovernmental 
Health  Policy  Project  and  the  National  Governors'  Association  Center  for 
Policy  Research  under  a  grant  from  the  Health  Care  Financing  Administration. 

I.  OVERVIEW  OF  REPORTS 

Recognizing  the  financial  difficulties  of  the  States  with  respect  to 
Medicaid  Funding,  a  series  of  Fifty  State  surveys  have  been  conducted  to 
provide  current  and  comprehensive  state  information  on  legislative  cost 
containment  proposals  and  actions.     The  objective  of  these  surveys  is  to 
provide  a  formal  vehicle  for  key  State  decision-makers  and  analysts  to 
communicate  and  share  with  each  other  important  legislative  practices  and 
innovations . 

The  first  report  was  released  in  May  1981,  the  next,  released  in 
October  1981  was  an  update  of  the  May  report.     The  most  recent  report  was 
completed  in  April  1982  and  summarizes  all  legislative  and  regulatory 
actions  taken  by  States  in  1981.     This  report  also  included  an  appendix  of 
all  State  changes  made  under  waivers  under  the  Omnibus  Reconciliation  Act 
of  1981  up  to  March  1982.     At  present,  continued  updates  of  the  survey  are 
planned  to  be  compiled  and  released  every  four  to  six  months  with  an 
increased  focus  on  specific  state  legislative  actions. 

II.  CONTENT  OF  SURVEYS 

The  survey  reports  list  changes  made  or  being  considered  by  States 
which  represent  their  strategies  for  controlling  Medicaid  costs.     They  also 
summarize  in  their  tables,  other  proposed  or  implemented  changes,  some  of 
which  represent  either  program  enrichments  or  cost  shifts  from  state  general 
funds  to  the  Medicaid  Federally/State  funded  program.     In  most  instances, 
the  effective  date  of  the  proposed  or  implemented  change  is  not  specified, 
although  it  is  assumed  that  all  are  1981  changes. 


9-1 


Although  the  reports  do  not  provide  the  level  of  detail  contained  in 
the  National  Governors'  Association  publication,  A  Catalogue  of  State  Medicaid 
Changes,  since  IHPP  maintains  a  network  of  knowledgeable  health  policy  experts 
in  each  of  the  50  states  as  well  as  a  clearinghouse  of  all  State  health 
legislation,  it  is  in  a  position  to  assemble  reliable,  up-to-date  information. 
The  data  in  these  surveys  were  derived  from  four  principal  sources: 

•         A  review  of  all  State  legislation  and  bills  affecting 


•         The  HCFA  State  Waiver  File 

A.  THE  SURVEY  HIGHLIGHTS 

This  section  of  each  report  summarizes  the  changes  indicated  in  the 
report  proper,  by  listing  the  number  of  states  who  have  taken  or  considered 
actions  of  a  specific  type  under  the  broad  classifications  of  "Services", 
"Eligibility",  "Reimbursement",  and  "Management". 

B.  THE  REPORT  PROPER 

All  recent  and  proposed  changes  are  organized  alphabetically  by  State. 
For  each  State,  changes  are  classified  as  being:     1)  Policies  Affecting 
Eligibility,  2)  Policies  Affecting  Benefits,  3)  Policies  Affecting  Reimburse- 
ments, 4)  Efforts  to  Improve  Administration  and  Management,  and  5)  Other 
Strategies. 

The  50  State  Survey  sorts  by  State,  and  by  type  of  activity  within 
each  State.     Thus,  it  is  easy  to  get  a  picture  of  all  listed  activities 
with  a  given  State,  but  much  more  difficult  to  find  the  nationwide  total 
of  these  activities  as  they  relate  to  a  specific  service  and  control 
mechanism.     In  the  50  State  Survey  report,  all  changes  are  coded  as  to 
source  and  States,  as  follows: 


Medicaid  policy 


Telephone  conversations  by  IHPP  staff  with  key  State 
legislators  and  policy  makers 


Data  from  NGA's  Catalogue  of  State  Medicaid  Changes  (see 
Report  No.  8  of  this  series),  and; 


Source  Codes 


Status  Codes 


G  =  Governor 

L  =  Legislative 

M  =  Medicaid  Agency 


*  =  Waiver  Required 
C  =  Considering 
A  =  Adopted 
D  =  Demonstration 
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When  changes  are  in  legislative  bill  or  statute  form,  the  appropriate  bill 
or  statutory  citations  are  shown. 

The  changes  are  described  by  brief,  concise  statements,  giving  the  user 
clues  for  further  information  gathering.     However,  the  tables  do  not,  in 
most  instances    give  specific  dates  or  the  direction  of  change  —  whether 
a  cost  saving,  an  additional  expenditure,  or  a  cost  shift. 

III.  STRENGTHS  AND  LIMITATIONS 

Generally  speaking,  the  material  in  the  50  State  Survey  has  the  same 
type  of  utility  to  those  interested  in  Medicaid  as  does  the  NGA  Catalogue. 
The  Catalogue  presents  more  information  about  each  change,  the  50  State 
Survey  information  is  briefer  but  identifies  the  source  of  the  change  more 
clearly.     For  a  user  who  wants  a  brief  summary  of  what  an  individual  state 
is  doing,  especially  in  the  legislative  area,  the  50  State  Survey  is  more 
convenient;  for  one  who  wanted  a  brief  summary  about  a  particular  type  of 
control  activity  for  a  given  service,  nationally,  the  Catalogue  has  more  use. 

For  general  research  purposes,  the  50  State  Survey  can  be  very  useful 
as  a  first  source  of  qualitative  and  in  some  cases,  quantitative  data. 
However,  because  the  survey  is  primarily  intended  to  serve  as  an  informational 
clearinghouse  for  State  Medicaid  officials  and  not  as  a  research-oriented 
data  base,  it  has  limited  utility  as  a  data  source  for  detailed  research 
and  evaluation  studies. 

IV.  AVAILABILITY 

The  publications  of  the  Intergovernmental  Health  Policy  Project  are 
primarily  intended  for  distribution  to  relevant  State  Officials.  For 
more  information  on  current  availability  for  Non-State  users,  contact 
Richard  Merritt,  Director,  Intergovernmental  Health  Policy  Project, 
George  Washington  University,  2100  Pennsylvania  Avenue,  N.  W. ,  Suite  616, 
Washington,  D.  C.  20037. 
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CHAPTER  10 
STATE  WAIVER  FILES 

This  report  reviews  the  purpose,  contents,  strengths,  limitations  and 
current  availa  »ility  of  the  State  waiver  files  as  a  data  source  for  Medicaid 
program  charac ;eristics  information. 

I.  OVERVIEW 

In  order  to  participate  in  the  Medicaid  program,  a  State  is  required 
to  submit  and  have  approved  by  HCFA  a  Medicaid  State  Plan,  using  a  standard 
preprinted  format.    The  preprint  is  organized  so  that  the  State  must 
indicate  how  it  will  comply  with  each  applicable  section  of  the  Federal 
Register,  by  checking  an  appropriate  box,  filling  in  a  blank  and,  in  some 
instances,  by  attaching  supplementary  material.     State  Plans  are  thus  very 
detailed  descriptions  of  each  State's  Medicaid  program,  specifying  all 
Federal  conditions  for  program  eligibility,  all  benefits  provided  and 
utilization  controls  and  limits  thereto,  and  all  approved  provider  reimburse- 
ment calculation  methods  used. 

A  State  may  request  waivers  from  applicable  provisions  of  its  State 
Plan,  and  hence  from  Federal  law  or  regulation.     Some  waivers  are  requested 
for  purposes  of  attempting  research  or  demonstration  projects,  in  order  to 
test  the  outcomes  in  costs  and  health  services,  of  different,  specified 
ways  of  modifying  Medicaid.    Other  waivers,  and  particularly  those  under 
the  provisions  of  the  1981  OBRA,  are  primarily  for  purposes  of  increasing 
the  cost  effectiveness  or  efficiency  of  the  program. 

Types  of  waivers  of  substantial  interest  to  evaluators,  researchers, 
and  policy  analysts  include: 

•  HMO  waivers  as  to  requirements  that  the  plan  does  not  exceed 

certain  ceilings  in  the  percentage  of  enrolled  Medicaid  and 
Medicare  enrollees  (Sec.  1903  m) . 

e  Case  Management  Systems  —  necessary  waivers  to  allow  states 

to  establish  and  require  use  of  primary  care  networks  or 
physician  specialty  arrangements  with  provisos,  for  example, 
that  all  services  for  a  Medicaid  eligible  (except  for  emergencies) 
be  managed  by  one  primary  care  physician. 
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•  Central  Broker  —  necessary  waivers  to  allow  a  location  to 
act  as  a  central  broker  in  assisting  Medicaid  eligibles  to 
select  between  competing  health  plans. 

®         Share  Cost  Savings  —  necessary  waivers  to  allow  the  sharing 

with  recipients  of  savings  resulting  from  the  use  of  more  cost 
effective  services. 

®         Restrict  Providers  —  waivers  needed  to  allow  States  to 

restrict  the  providers  from  whom  the  beneficiary  can  obtain 
services. 

•  Home  and  Community  Based  Services  —  waivers  needed  to  allow 

a  State  to  include  under  its  Plan  such  services  to  individuals 
who,  without  these  services,  would  require  care  in  a  SNF  or 
ICF  which  would  be  paid  for  under  the  Medicaid  State  Plan. 

II.  CONTENTS 

Waiver  requests  typically  are  accompanied  by  substantial  amounts  of 
information,  including: 

•  A  clear  and  specific  description  of  the  purpose  of  the  waiver 
in  terms  of  statutorily  permitted  goals. 

•  Identification  of  the  specific  statutory  requirements  that 
must  be  waived  to  allow  the  proposed  program  changes. 

•  An  explanation  of  the  expected  cost  effectiveness  or  efficiency 
of  the  program  changes,  such  as  the  extent  to  which  total 
Medicaid  outlays  for  the  State  will  be  less  with  the  waiver, 
without  sacrificing  beneficiary  access  to  services  of  adequate 
quality. 

•  A  showing  that  the  impact  of  the  waiver  on  beneficiaries  will 
not  be  inconsistent  with  Federal  Medicaid  program  objectives. 

HCFA  is  developing  a  special  report,  detailing  the  requesting  States' 
estimates  of  beneficiaries  to  be  covered,  and  cost  impacts,  of  waivers  to 
allow  home  and  community  based  services  (Section  2176,  PL  97-35).     It  will 
be  required  as  an  attachment  to  the  waiver  request  (See  Appendix  A) . 

III.  STRENGTHS  AND  LIMITATIONS 
A.  STRENGTHS 

If  enough  states  provide  the  data  required  by  waiver  requests  in  a 
form  suitable  for  quantitative  analysis,  the  waiver  file  could  be  a  valuable 
source  of  detailed  data  about  specific  state  operations  and  programs.  This 
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especially  holds  true  for  home  and  community-based  services  waivers,  i.e., 
2176  waivers.     Care  has  been  given  to  developing  a  2176  waiver  impact  monitor- 
lug   Until  thai,   at  leutil   In  theory,   can  bw  linked  to  HCFA  2082  and   120  recipient 
and  expenditure  data  files  to  allow  direct  analysis  of  the  longitudinal  effects 
of  the  services  provided  under  the  waiver.    Although  such  a  direct  linkage 
may  prove  prot lematic  in  practice,  it  does  hold  enough  promise  to  warrant 
interest. 

B .  LIMITATIONS 

Data  provided  by  individual  States  in  a  given  waiver  request  are 
often  totally  qualitative  in  nature  and  are  not  easily  used  for  systematic 
analysis.    Further,  because  States  are  required  to  provide  information 
about  their  proposed  actions  for  the  express  purpose  of  having  their 
requests  granted,  the  overall  reliability  of  what  is  reported  may  be 
questionable. 

IV.  AVAILABILITY 

For  more  Information  about  State  waiver  files,  contact  the  Bureau  of 
Program  Policy,  Health  Care  Financing  Administration. 
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REPORT  2: 
ANNUAL  tXPENDITUPE  REPORT  FOR 
HOME  AND  C0MMUNITY-3ASED  SERVICES  WAIVER  UNDER  SECTION  2176 
OF  THE  OMNIBUS  eUDGET  RECONCILIATION  ACT  OF  1981 

DRAFT 

A.1  Total  expenditures  for  all  individuals  covered  uniflr  the  waiver  at  anytime 
during  the  year  who  are  in  a  SNF,  ICF,  or  ICF/MR  immediately  prior  to  enroll- 
ment in  the  waiver  by  basis  of  eligibility  and  by  type  of  services. 


Annual  Expenditures  By  Basis  of  Eligibility 


Type  of  Service 


Aged 


Disabled 


All 

Other  Groups 


1.  Inpatient  hospital  services 


2.  Mental  health  facility  services: 

a.  Mental  hospital  services 

age  65  anc!  over  $_ 

b.  SNF/ICF  services  for.  the  aged  $~ 
e.  Inpatient  psychiatric  for 

age  21  and  under  $_ 


3.  Intermediate  care  facility  services: 

a.  Mentally  retarded  $ 

b.  All  other  $" 


*.  Skilled  nursing  facility  services  $_ 

5.  Physicians*  services  $_ 

6.  Dental  services  $_ 

7.  Other  practitioners*  services  $_ 

8.  Outpatient  hospital  services  $_ 

9.  Clinic  Services  $_ 

10.  Laboratory  and  radiological 
services  $_ 

11 .  Prescribed  drugs  $_ 

12.  Family  planning  services  $_ 

13.  Rural  health  clinic  services  $_ 

14.  EPSDT  * 


15. Other  care  services,  except  Home 
health  services 

16. Home  health  services 

17. Section  2176  Services: 

a-.  Case  Management  services 

b.  Homemaker  services 

c.  Home  health  aid  services 

d.  Personal  care  services 

e.  Adult  day  health  services 

f.  Habllitation  services 

g.  Respite  care  services 

h.  Other  HCFA  approved  services 


18. Total  expenditures 
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k.t   lok.i   uuJti^i  1  luIcJ  uuulitti    ui    individuals  luki  cJ  uuJsi    Uia  waiver  at  any  t  line 
during  the  year  who  are  In  a  3NF,  ICF,  or  ICF/MR  Immediately  prior  to  enroll- 
ment in  the  waiver  by  basis  of  eligibility  and  by  type  of  service. 

Annual  Recipients  By  Basis  of  Eligibility 

.  -  m 

Type  of  Service  Aged  Disabled       Other  Groups 

1.  Inpatient  hospital  services  _____ — —     ______________  __________ 

2.  Mental  health  facility  services: 

a.  Mental  hospital  services 

age  65  and  over  _________    ________  _   

b.  SNF/ICF  services  for  the  aged   ____________  " 

c.  Inpatient  psychiatric  for 

age  21  and  under  _________    ______________  __________ 

3.  Intermediate  care  facility  services: 

a.  Mentally  retarded  .  ____________ 

b.  All  other      


1.  Skilled  nursing  facility  services 

5.  a  Physicians'  services 

6.  Dental  services 


7.  Other  practitioners'  services 

8.  Outpatient  hospital  services 

9.  Clinic  Services 


10. Laboratory  and  radiological 
services 


11.  Prescribed  drugs 

12.  Family  planning  services 

13.  Rural  health  clinic  services 


14.EPSDT 


15. Other  care  services,  except  Home 
health  services 


16. Home  health  services 


17. Section  2176  Services: 

a.  Case  Management  services 

b.  Hocemaker  services 

c.  Home  health  aid  services 

d.  Personal  care  services 

e.  Adult  day  health  services 

f.  Habllitation  services 

g.  Respite  care  services 

h.  Other  HCFA  approved  services 


18. Total  undupllcated  recipients  , 

A. 3  Total  undupllcated  number  of  individuals 
covered  under  the  waiver  at  anytime  during 
the  year  who  are  in  a  SNF,  ICF,  or  ICF/MR  • 
Immediately  prior  to  enrollement  in  the  waiver. 


Total  days  of  waivored  coverage  ______ 
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B.I  Total  expenditures  for  all  individuals  covered  under  the  waiver  at  anytime 
during  the  year  who  were  not  in  a  SNF,  ICF,  or  ICF/MR  immediately  prior  to 
enrollment  in  the  waiver  by  basis  of  eligibility  and  by  type  of  service. 


Type  of  Service  Aged  Disabled        Other  Groups 

1.  Inpatient  ;  aspital  services  $   $   $  

2.  Mental  hea  th  facility  services: 

a.  Mental  hospital  services 

age  65  and  over  S   $   S  

b.  SNF/ICF  services  for  the  aged  $   $   3  

o.  Inpatient  psychiatric  for 

age  21  and  under  9  $  $  . 

3.  Intermediate  care  facility  services: 

a.  Mentally  retarded  S  $  $  

b.  All  other  $   S   $  

4.  Skilled  nursing  facility  services  $   S   $  ■ 

5.  Physicians'  services  S  S   $  

6.  Dental  services  t   S   $  


7.  Other  practitioners'  services 

8.  Outpatient  hospital  services 

9.  Clinic  Services 

10.  Laboratory  and  radiological 
services 


11 .  Prescribed  drugs 

12.  Family  planning  services 

13.  Rural  health  clinic  services 


14.EPSDT 


15* Other  care  services,  except  Home 
health  services 


16. Home  health  services 


17.Section  2176  Services:  $   S   $ 

a.  Case  Management  services  $  $   $_ 

b.  Homemaker  services  S   $   $_ 

c.  Home  health  aid  services  $    $   $_ 

d.  Personal  care  services                S   $  S 

«.  Adult  day  health  services  $  $ 

f.  Habllitation  services  $  S  $" 

g.  Respite  care  services  $  S  $_ 

h.  Other  HCFA  approved  services     $   S  ~ 


18. Total  expenditures  %  $  $_ 
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0.  1  Tnt*1  e« pomlt turos  for  all  Individual*  not  covered  under  the  waiver  at 

anytime  during  the  year  who  are  in  a  3NK,  IQV,  or  ler/MJt  at  anytime 
during  the  year  by  basis  of  eligibility  and  by  type  of  service. 

 ,  Annual  Expenditures  By  Basis  of  Eligibility 

All 

Type  of  Service  Aged  Disabled       Other  Croups 

1.  Inpatient  hospital  services  $  S    $  

2.  Mental  health  facility  services: . 

a.  Mental  hospital  services 

age  65  and  over  S  $   2  

b.  SNF/ICF  services  for  the  aged  S  $  $  

c.  Inpatient  psychiatric  for 

age  21  and  under  S  S  I 

3.  Intermediate  care  facility  services: 

a.  Mentally  retarded  $  S  $ 

b.  All  other  $   $   $  


4*  Skilled  nursing  facility  services 

5.  Physicians"  services 

6.  Dental  services 


7*  Other  practitioners'  services 

8.  Outpatient  hospital  services 

9.  Clinic  Services 


10. Laboratory  and  radiological 
services 


11.  Prescribed  drugs 

12.  Family  planning  services 

13 .  Rural  health  clinic  services 


14-EPSDT 


15. Other  care  services,  except  Home 
health  services 


16. Home  health  services 


17. Total  expenditures 
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C.2  Total  undupllcated  number  of  individuals  not  covered  under  the  waiver  at 
anytime  during  the  year  who  are  in  a  SNF,  ICF,  or  ICF/MR  at  anytime 
during  the  year  by  basis  of  eligibility  and  by  type  of  service. 

Annual  Recipients  By  Baals  of  Eligibility 

All 

Type  of  5e  -vice  Aged  Disabled       Other  Croups 

1.  Inpatient  hospital  services  __________     

2.  Mental  health  facility  services: 

a.  Mental  hospital  services 

age  65  and  over       _ 

b.  SMP/ICF  services  for  the  aged      

c.  Inpatient  psychiatric  for 

age  21  and  under  __________     _________  _________ 

3.  Intermediate  care  facility  services: 

a.  Mentally  retarded       

b.  All  other       

4.  Skilled  nursing  facility  services      .  

5.  Physicians'  services    ___________   

6.  Dental  services  <      


7.  Other  practitioners'  services 

8.  Outpatient  hospital  services 

9.  Clinic  Services 

. lO.Laboratory  and  radiological 
services 


1 1 .Prescribed  drugs 

' 2. Family  planning  services 

13. Sural  health  clinic  services 

14.EPSDT 


15. Other  care  services,  except  Home 
health  services 


16. Home  health  services 


17. Total  undupllcated  recipients  ______ 

C3  Total  undupllcated  number  of  individuals 
not  covered  under  the  waiver  at  anytime 
during  the  year  who  are  in  a  SNF,  ICF,  or 
ICF/MR  at  anytime  during  the  year. 
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D.1  Total  undupllcated  number  of  institutionalized  individuals  who  were  offered 
the  services  provided  under  the  waiver  and  refused  to  accept  the  services 
provided  under  the  waiver; 

D.  2  Total  undupllcated  number  of  non-institutionalized  Individuals  who  were 

offered  the  services  provided  under  the  waiver  and  refused  to  accept 
the  services  provided  under  the  waiver; 

E.  Describe  the  impact  of  the  waiver  on  the  health  and  welfare  of  recipients. 
Attach  documentation  to  support  the  assurance  that  necessary  safeguards 
were  taken  to  protect  the  health  and  welfare  of  recipients. 


Signed:   State:  _____ 

Title:  .    Valvar  Title: 


Date:   Xemr  Ending  Dates 

Telephone  Number:    (  )  
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CHAPTER  11 


THE  MEDICARE  AND  MEDICAID  DATA  BOOK 

This  report  reviews  the  purpose,  contents,  strengths,  limitations, 
and  current  availability  of  the  1981  Medicaid  and  Medicare  Data  Book  as  a 
resource  for  program  evaluation. 

The  Data  Book  was  compiled  under  the  direction  of  the  Office  of 
Research  and  Demonstrations  (ORD)  of  the  Federal  Health  Care  Financing 
Administration  (HCFA) .     Work  was  performed  by  staff  members  of  the  Urban 
Institute,  the  LaJolla  Management  Corporation,  and  Analogs'  Technical 
Consultants,  Inc. 

I.  OVERVIEW  OF  DATA  BOOK 

The  Data  Book  is  a  carefully  compiled  source  of  Medicare  and  Medicaid 
information  made  up  of  narrative  descriptions  of  program  characteristics 
nationally  and,  for  Medicaid,  for  each  State.     This  information  is  supplemented 
by  State  and  national  statistical  data  on  Medicare  and  Medicaid. 

The  stated  purpose  of  the  Data  Book  is  to  serve  as  a  resource  for 
public  officials,  researchers,  policy  analysts  and  consumers  with  an  interest 
in  the  Medicare  and  Medicaid  programs. 

II.  CONTENTS  OF  THE  DATA  BOOK 

The  Data  Book  has  four  chapters  and  five  appendices.     Each  chapter 
contains  both  narrative  and  related  descriptive  statistical  data,  presented 
in  numerous  tables  and  charts.     In  most  instances,  the  source  of  the  informa- 
tion provided  and  its  recency  has  been  included.     This  is  particularly 
important  for  individuals  not  overly  familiar  with  recent  changes  in  the 
program  who  are  using  the  Data  Book  as  a  first  or  only  reference. 

Chapter  I  presents  an  overview  of  the  Medicare  and  Medicaid  programs, 
and  of  the  interaction  between  them.     Federal  administration  of  the  programs 
is  discussed  and  expenditure  comparisons  are  presented.     Public  and  private 
health  care  expenditures  are  compared. 
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Chapter  II  presents  Medicaid  and  Medicare  trends  in  the  number  of  bene- 
ficiaries (recipients  and  enrollees  respectively),  and  expenditures  (total, 
hospital  inpatient,  physician  services  and  for  other  selected  services  such 
as  skilled  nursing  facilities). 

Chapter  III  describes  and  quantifies  major  program  characteristics  for 
Medicare,  including  descriptions  and  appropriate  statistics  on  eligibility, 
benefits,  financing,  and  administration  for  both  Part  A,  (Hospital  Insurance), 
and  Part  B,   (Supplementary  Medical  Insurance). 

Chapter  IV  covers  federal  rules  governing  the  Medicaid  program,  options 
authorized  for  the  states  and  territories,  and  the  eligibility  and  benefit 
provisions  enacted  by  the  individual  jurisdictions.     It  also  covers  service 
utilization  and  expenditures,  nationally  and  by  state  and  territory,  as 
well  as  selected  elements  of  state  and  federal  financing  and  administration. 
These  include  matching  rates  for  Federal  Financing  Participation  (FFP), 
state  "buy- in"  arrangements  with  Medicare,  the  number  of  providers  certified, 
management  information  systems  (MMIS),  fraud  and  abuse  control  activities, 
and  quality  control  error  rates. 

The  appendices  provide  information  about  Medicare  fiscal  intermediaries 
and  carriers,  state  Medicaid  agencies,  Medicaid  fiscal  agents,  and  HCFA 
responsibilities.    Also  useful  are  a  glossary  of  common  Medicaid  and 
Medicare  terms,  a  list  of  acronymns,  and  a  list  of  contact  persons. 

Specific  tables  and  data  items  included  in  the  Data  Book  are  listed  by 
chapter  in  Exhibit  1  at  the  end  of  this  chapter. 

III.     STRENGTHS  AND  LIMITATIONS  OF  THE  DATA  BOOK 

A.  STRENGTHS 

The  strengths  include  the  following: 

•  The  Data  Book  presents  its  information  clearly,  in  a  well- 
organized  manner,  at  an  appropriate  level  of  detail,  and 
avoids  technical  jargon. 

•  The  extremely  broad  coverage  of  topics  evidenced  by  the 
Data  Book  makes  it  a  valuable  resource  for  initial  and 
basic  program  reference. 

•  Chapter  IV,  which  provides  information,  in  summary  form, 
about  each  State's  Medicaid  program,  is  a  unique  feature. 
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B.  LIMITATIONS 


Limitations  include  the  following: 

•  As  a  compilation  of  information  from  a  variety  of  sources,  the 
Data  Book  shares  any  data  limitations  of  each  of  its  sources, 
(i.e.,  2082  and  120  data  described  in  Chapters  1  and  2). 

•  Much  of  the  material  such  as  that  concerning  State  program 
features,  must  be  current  to  have  high  utility. 

•  Accessibility  of  the  information  within  the  book  could  be 
improved  by  an  expanded  table  of  contents  and  an  index. 

IV.  AVAILABILITY 

The  Medicaid  and  Medicare  Data  Book  is  available  from  the  Publications 
Office,  Office  of  Research  and  Demonstrations,  Oak  Meadows  Building, 
6325  Security  Boulevard,  Baltimore,  MD  21207. 
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EXHIBIT  1 

Specific  Tables  and  Data  Items  Included 
in  the  Medicaid  and  Medicare  Data  Book 

CHAPTER  I  -  OVERVIEW  OF  PROGRAMS 
Medicare 

•  Who  is  covered 

•  Definition,  Parts  A  &  B 

•  Coverage,  Part  A 

•  Number  of  Enrollees 

o         Part  B  (SMI)  premium,  coverage  and  limitations 

«         Beneficiary  cost  sharing  -  coinsurance  and  deductibles 

•  Trust  funds 

Medicaid 

9         Who  is  covered 

•  State  and  federal  costs 

•  Basic  required  services 

•  Optional  (not  federally  required)  services 

•  Medicaid  as  vendor  payment  program  and  acceptance  of  payment 
by  provider  as  full  reimbursement 

•  Medically  needy  share  of  cost  option 

•  Joint  federal-state  financing;  state  per  capita  income  and 
federal  share  of  cost  range 

Comparisons,  Medicare  and  Medicaid 

•  Interrelated  coverage 

-         Joint  coverage  and  Medicare  buy-in 

Medicare  primary  payer,  with  state  paying  deductible, 
coinsurance  and  services  not  covered  by  Medicare 

State  buy-in  options 

•  Persons  served  and  expenditures 

Numbers  served,  total  and  per  person  average  reimburse- 
ments and  payments  for  Medicare  and  Medicaid,  for 
nation  and  individual  states  and  territories,  1979. 
(Table  1.1). 
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Programmatic  differences  in  types  of  service  (Figire  1.1) 
Medicare  type  of  enrollee  (1.2)  and  Medicaid  recipient 
bases  of  eligibility  (1.3) 


•  Medicare  and  Medicaid  Administration 

Organizational  changes 

Current  organization  with  organization  chart 

•  To  al  Medicare  and  Medicaid  expenditures.     Table  1.2 
distributes  health  care  expenditures  for  age  group  by 
totals  and  percent  of  totals,  as  private  and  public 
payments . 

B.         CHAPTER  II  -  TRENDS 

1.  Medicare  Enrollees  and  Medicaid  Recipients 

•  Table  2.1,  both  programs,  1966  (Medicare)  and  1973  (Medicaid) 
to  1979.     Also  figures  2.1 

•  Table  2.2,  Medicare  enrollees,  HI  and  SMI  by  age,  sex  and  race, 
1966-1979 

•  Table  2.3,  Disabled  enrollees  by  same  categories 

•  Table  2.4,  Medicaid  recipients  by  basis  of  eligibility,  1973-1979 

•  Table  2.5,  Age,  sex,  and  race  of  Medicaid  recipients,  1973-1979 

2.  Expenditures 

•  Table  2.6  and  figure  2.1,  Medicare  reimbursements  by  HI,  SMI; 
and  totals,  with  percentage  changes  over  previous  year,  for 
1966  to  1979  (Medicaid  1973-1979) 

•  Table  2.7,  Medicare  reimbursements  by  year,  by  basis  of  eligi- 
bility, and  by  HI,  SMI  and  program  totals,  1966-1979 

•  Table  2.8,  Medicaid  payments  by  basis  of  eligibility  and 
maintenance  assistance  status,  1973-1979 

•  Table  2.9,  Medicaid  payments  by  age,  sex,  and  race,  1973-1979 

3.  Utilization  and  Expenditures  -  Inpatient  Hospital  and  Physician  Services 

•  Table  2.10,   Inpatient  hospital  discharges,   days  of  care, 
Medicare  reimbursements  and  Medicaid  payments  for  aged  and 
disabled,  1967-1979 

•  Medicare  reimbursements  (aged  and  disabled)  and  Medicaid  pay- 
ments for  physician  and  other  medical  services  (ambulance, 
laboratory,  durable  medical  equipment  and  prosthetic  devices) 
1966-1979 
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4 .        Trends  for  Selected  Medicare  Services 


•  Data  similar  to  the  above  is  given  for  skilled  nursing 
facilities,  outpatient  services,  and  home  health  services 
(Tables  2.12,  2.13,  and  2.14). 

5 .        Trends  for  Selected  Medicaid  Services 

©  Data  similar  to  3  above  is  given  for  SNF  and  ICF  care,  hospital 
outpatient,  home  health,  drug  prescriptions,  and  sterilizations 
(Tables  2.15,  2.26  and  figures  2.6  and  2.7). 

C.  CHAPTER  III  -  MEDICARE  DESCRIPTION  AND  DATA 

Since  this  report  series  is  limited  to  a  description  of  data  sources 
for  the  Medicaid  program,  Chapter  III,  which  is  strictly  devoted  to  information 
on  the  Medicare  program,  will  not  be  discussed. 

D.  CHAPTER  IV  -  MEDICAID  DESCRIPTION  AND  DATA 

1.  Eligibility 

•  This  section  begins  with  a  detailed  description  of  eligibility 
provisions  including  who  a  state  must  cover.     It  defines  and 
describes  these  categorically  needy  groups. 

•  Optional  coverage  of  other  groups  who  are  AFDC  related  are 
discussed;  and  each  state's  selections  are  presented  (Table  4.1). 

•  States'  determination  of  income  standards  for  AFDC  cash  assistance 
and  hence  for  Medicaid  eligibility  are  defined  and  presented  for 
each  state  (Table  4.2). 

•  Coverage  decisions  for  SSI  and  State  Supplementary  Payments  (SSP) 
are  explained,  along  with  requirements  and  options. 

•  209b  spenddown  requirements  are  explained. 

•  The  Medically  Needy  program,  for  persons  meeting  all  criteria  for 
categorical  aid  except  for  "excess"  income/resources  is  explained; 
criteria  are  enumerated  and  (Table  4.2)  state  participation  is 
detailed. 

•  The  voluntary  "state  only"  eligibiles  (a  program  for  non- 
categorically  related  medically  indigent  persons,  who  states 
may  cover  entirely  at  state  costs)  are  discussed. 

2 .  Recipients 

•  Extensive  data  are  provided,  nationally  and  state  by  state,  on 
recipient  characteristics,  such  as  basis  of  eligibility,  mainten- 
ance aid  status,  age,  and  sex,  in  tables  4.4  to  4.6.  Textual 
material  amplifies  and  explains  the  tabulated  data. 
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Service  (Juveta^e  aud  Lliul  La L  lima 


•  The  required  basic  services  (inpatient  hospital,  laboratory 

and  x-ray,  SNF,  physicians'  services,  EPSDT,  and  family  planning) 
are  listed  and  requirements  detailed. 

•  Optional  additional  services  (licensed  practitioners,  home 
heilth  extensions,  part  time  nursing  services,  medical  supplies, 
ho  oe  health  aids,  private  duty  nursing,  clinical  service, 
deatal  services,  physical  therapy,  prescribed  drugs,  dentures, 
prosthetic  devices,  eyeglasses,  other  diagnostic  and  rehabili- 
tation services,  etc.)  are  detailed  and  described,  and  coverage 

of  optional  services  are  shown  by  state  in  chart  form  (Table  4.7). 

•  State  limits  on  mandatory  and  optional  services  allowed  by 
federal  rule  are  detailed  on  Table  4.8. 

•  Cost  sharing,  by  recipients,  in  optional  services  for  cash 
assistance  recipients  and  on  services  for  the  medically  needy 
are  shown  in  Table  4.9. 

•  State  changes  in  Medicaid  coverage  listed  in  State  Plan  amend- 
ments between  Jan-Jun  1980  are  shown  in  Table  4.10. 

4.  Utilization 

•  This  section  of  the  report  presents  data  on  the  use  of  medical 
services  by  Medicaid  recipients.     For  each  jurisdiction  and 
nationwide,  expository  text  and  tables  distribute  by  type  of 
service,  unduplicated  recipient  counts,  recipient  age  and  sex, 
etc.     This  information  is  contained  in  Tables  4.11  to  4.15. 

5.  Expenditures 

•  This  section  presents  detailed  information  on  the  distribution 
of  expenditures  by  state  and  territory,  by  recipient  eligibility 
category  and  aid  status,  by  type  of  medical  service  and  by 
recipient  age  and  sex  group.     When  appropriate,  states  and 
territories  are  ranked  for  certain  expenditure  characteristics. 
These  data  are  contained  in  Tables  4.16  and  4.21. 

•  Additionally,  states  are  ranked  in  order  of  the  ratio  of 
Medicaid  recipients  to  persons  residing  in  the  state  living 
below  the  poverty  level  (Table  4.22),  and  "State  only"  coverage. 
Table  4.23  presents  a  listing  of  the  costs  incurred  by  the  21 
states  with  "state  only"  coverage. 

6.  Financing 

•  This  section  lists  Federal  Medical  Assistance  Percentages  (MAP), 
federal  Medicare,  state  government,  local  government,  liable 
third  parties,  and  Medicaid  eligibles  (co-payment  and  spenddown) . 
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It  explains  State  and  federal  share  and  the  effect  of  State  per 
capita  income.     Table  4.24  presents  federal  MAPS  for  each  State 

•  Information  is  provided  about  local  funding  formulae  and  State 
buy- in.    The  information  is  augmented  by  Tables  4.24  and  4.26. 

Administrative  Practices 

•  Method  of  Reimbursement  -  States  may  use  several  methods  to 
reimburse  providers.     For  inpatient  hospital,  they  must  use 
the  same  basis  as  Medicare  unless  the  Secretary  of  HHS  approves 
otherwise.     For  other  services,  states  may  not  exceed  Medicare 
amounts,  but  may  elect  other  methods  of  reimbursement.  Table 
4.27  details  each  jurisdiction's  reimbursement  method  by  type 
of  service. 

•  State  Administration,  Training,  and  Provider  Certification  - 
This  section  spells  out  federal  requirements  on  the  single 
state  agencies'  federal  standards  for  personnel,  and  Federal 
Financial  Participation  in  administrative  costs  (Table  4.28). 

«  Institutional  Provider  Participation  -  Table  4.29  shows,  by 
jurisdiction,  type  and  number,  the  institutional  providers' 
participation  in  the  program. 

•  Eligibility  Determination  Levels  -  Table  4.30  and  accompanying 
text  explains  State  options  and  selections  for  administering 
mandatory  Medicaid  coverage  for  SSI  recipients, 

•  Medicaid  Management  Information  Systems  -  In  this  section, 
increased  federal  matching  for  development  and  operation  of 
mechanized  claims  processing  and  data  retrieval  systems  in 
the  States,  the  general  conceptual  design  and  its  components, 
and  the  States'  progress  on  MMIS  development  are  each  discussed 

•  Review  for  Fraud  and  Abuse  -  These  required  activities  are 
discussed  and  state  efforts  are  enumerated  in  Table  4.31. 

•  Medicaid  Quality  Control  -  This  system  is  described  and  error 
rates  are  tabulated  (Table  4.32). 
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The  statements  and  data  contained  in  this  internal  working  paper  are 
solely  those  of  the  authors  and  do  not  express  any  official  opinion  of 
or  endorsement  by  the  Health  Care  Financing  Administration. 
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